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TRANSACTIONS 



OF THB 



SECTION ON GYNECOLOGY, 

COLLEGE OF PHYSICIANS OF PHILADELPHIA. 



Meeting of January 16thy 1896. 
C. B. Penbobs, M.D., in the Chair. 

Db. William T. Lusk, of New York, by request, presented a 
paper on 

PUBBPEBAL FBYBB. 

It is with a good deal of diffidence that I come before youi 
learned body this evening prepared to tell no new thing. My 
excuse is the following little incident : A few months ago I 
ventured to criticise a statement made in a public discussion 
regarding the treatment of puerperal fever, basing my criticism 
upon what I supposed to be familiar anatomical ground. The 
speaker answered that he had ''not given much atteotion to 
laboratory work." This experience made a great impression 
upon me at the time, and led me to wonder whether it would 
not be a useful missionary labor to invite attention to recent 
investigations concerning sepsis and to inquire how far current 
practice is in accord with the facts that have been the outcome 
of scientific study. 

I am going to ask your indulgence at the outset in recalling 
the hostility elicited by a statement made by me at the Interna- 
tional Medical Congress held in Philadelphia twenty years ago 
—viz., "that the capacity of self-multiplication which septic 
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fluids possess has been found to be coincident with the presence 
of certain organic bodies termed variously micrococci, micro- 
spores, or sometimes less specifically bacteria." That these 
bodies should have had any connection with the outbreak of the 
murderous pestilences that, attacked the lying-in hospitals seemed 
impossible to the practitioners of those days who did "not give 
much attention to laboratory work." Billroth had, after much 
painstaking study, pronounced the bacteria to be a sort of " epi- 
phenomenon," an expression that enjoyed great popularity and 
that was used as an unanswerable argument against the new 
doctrine. 

A very distinguished critic, in a review of the Transactions 
of the Congress, wrote in reference to the article : " The only 
point upon which we have doubts is that the septic form of what 
is commonly called puerperal fever is intimately associated with 
the existence in the tissues of minute organisms which form the 
connecting link between puerperal fever, erysipelas, and diph- 
theria." . Indeed, he stated that such a theory was unsupported 
by the slightest evidence. 

Most teachers then still held to the belief in spontaneous gen- 
eration. Puerperal fever they regarded as a distinct specific 
disease, and gave themselves scant concern about the contrary 
views that had been advanced by Holmes, by Simpson, and by 
Semelvveiss. A few years before, I had heard Seyfert speak 
scoffingly of the misfortunes which had clouded Semelweiss' 
later years, asserting that his doctrines had long before been 
proof sufficient of his insanity. Lister, who was a guest of the 
Congress, was listened to by a curious but unsympathetic audi- 
ence. 

During the past summer while in London I had the good for- 
tune to witness the presentation of his portrait to Sir Joseph 
Lister by a number of his professional friends on the occasion 
of his retirement from hospital work. As he told, in response 
to the loving address of his life-long friend. Sir John Erichsen, 
the story of his discoveries, of the successive steps by which one 
difficulty after another had been surmounted, of the errors by 
which his progress had been impeded, it was obvious that his 
final triumph had been due to his faith in the teachings derived 
from experiment. 

In adapting Listerism to obstetric practice there has been a 
disposition to ignore a wide range of subjects of vital import- 
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COLLEGE OF PHYSICIANS OF PfllLADBlPHIA. 3 

aoce, such as the methods of germ invasion in septic diseases, 
the natural resistance offered by the tissues attacked, and the 
causes of symptoms and of the fatal ending ; and to assume that 
means of disinfection that would be of no avail in the case of 
a platter or a spoon are capable of rendering eflScient service 
when employed upon a complex structure like the utero-vaginal 
canal. Thus we all remember the prophylactic measures of the 
early days, consisting of washing of the hands, and of vaginal 
douches with water to which a few drops of carbolic acid had 
been added. Nothing had then been heard of the bacterium 
coli, and for the douches the family syringe was generally thought 
available. A very short experience convinced the clinical obser- 
ver that the effect was baneful, and the douches were temporarily 
discarded. 

Later, however, with the renewed attention given to the doc- 
trine of autoinfection, the question assumed another aspect. 
There was no dispute but that micro-organisms are present in 
the vagina in the greatest variety. It was obvious that a soiling 
of the canal must result from coitus, from the routine office ex- 
amination, from the use of pessaries, from the partial e version 
which results from straining at stool, and from a multitude of 
conceivable circumstances. The vagina is not a closed canal. 
The entrance of germs from without has been proven to take 
place in infants a few days after birth.* With the widespread 
prevalence of septic germs it has been argued that the potential 
factors for the generation of puerperal fever exist in every 
woman. A wise prophylaxis, it has been argued, should there- 
fore take these conditions into account, and, by the rigid use 
of germicides to the vagina in all cases during labor, prevent an 
evident source of infection. 

Many clinical observations seemed to favor this view. It had 
been admitted by the most ardent believers in the contact 
theory of puerperal fever that instances of the latter did occur 
in women who had not been subjected to examinations during 
labor, in whom the birth of the child had been spontaneous. 

* Stroganoff : * * Bakteriologische Untersuchungen des Genitalkanals beim 
Weibe in verschiedenen Perioden ihres Lebens," Monatschr. f. Qeburtshlllfe 
und Gynftkologie, Bd. ii., pp. 365 et seq. The circumstances that favor the en- 
trance of germs into the vagina after birth, according to Stroganoff, are baths, 
inunctions with oil, washing of external genital organs, etc. In some cases, 
especially but not invariably in breech presentations, the microbes are found 
in the vagina at birth. 
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Ahlfeld/ a firm believer in aatoinfection and an enthusiastic 
advocate of the preventive treatment, reported from the Mar- 
burg Maternity three thousand cases of confinement with only 
eighteen deaths, and three of these were from eclampsia and 
four resulted from the resort to the Cesarean section. 

Tarnier,' from the Olinique d' Accouche men ts, between the 
years 1888 and 1894, inclusive, reported seven thousand four 
hundred and twenty-seven child births with sixty-five maternal 
deaths, but of these twenty only were due to septic infection. 

The Emergency Hospital in New York was opened twenty 
years ago to furnish a refuge to women seeking assistance after 
labor had begun. The applicants are for the most part without 
homes or are in need of skilled aid. Many have been subjected 
previous to admission to unavailing attempts at instrumental 
delivery. All belong to the poorest class. In these patients, 
at the time of entrance, a most thorough disinfection of the 
vaginal canal, in addition to a full bath, has been a necessity, 
not a matter of theory. In the last two years there have been 
three hundred and fifty-one births with four deaths from sepsis. 
The mortality rate is therefore high, but most of the patients 
have before admission been in the charge of ignorant and irre- 
sponsible mid wives. The women that receive aid at the Emer- 
gency were formerly refused admission to all private maternity 
hospitals in the city, because it was said that no institution 
could maintain proper sanitary conditions that admitted them 
within its doors. While it has not been possible to save all 
cases of infection sent in from without, the morbidity record is 
insignificant and the casefs of sepsis have been isolated ones. 

So far, however, the argument has been purely deductive. 
On the other hand, it must be remembered that the term 
" micro-organisms" is a vague one. Many of the germs found 
in the vagina have no action upon the tissues. The fact, there- 
fore, "that micro-organisms are present in the vagina in the 
greatest variety " does not aggravate the danger to the par- 
turient woman. The bacteria that possess a really pathological 
significance are, too, mostly anaerobic. They do not enter the 
circulation nor can they thrive in the blood. They may 

^ " Beitrage zur Lehre vom Resorptionsfieber in der Geburt und im Wochen- 
bett, und von der Selbst-Infection," Zeitschrift filr Geburtshtllfe und Gynft^ 
kologie, vol. xxvii., p. 466. 

* '* DePAsepsie et de TAntisepsie en Obst§lrique." 
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OOLLBGB OF PHYSICIANS OF PHILADBLPHIA. 5 

become the source of fetid odors which reflect upon the per- 
sonal cleanliness of the patient, but, as the ptomaines produced 
by putrefaction are not absorbed through the vaginal walls, 
they need not occasion alarm. Indeed, Doderlein has discov- 
ered a bacillus which, by intensifying the acid reaction of the 
vaginal secretion, he affirms renders the latter especially unfa- 
vorable to the multiplication of the streptococcus, the dreaded 
enemy of the child-bearing woman. 

The normal vaglpal secretion furnishes a soil hostile to all 
forms of cell growth. Whether the chains sometimes revealed 
by the microscope are true streptococci is a matter under discus- 
sion.* All, however, agree that experiments upon animals prove 
that, if so, they are non-virulent. 

The cervical canal of pregnant women is protected from the 
invasion of vaginal micro-organisms by the mucous plug. 
Stroganofi believes that the mucus possesses distinct destructive 
properties. Walthard concludes that in the mucus the germs 
cannot multiply, and that transplanted germs are constantly 
carried to the vagina by fresh secretion. Not to be forgotten, 
too, are the leucocytes — the pus honum et laudahUe — which 
Walthard's observations show form a line of defence between 
the attacking germs below and the clear portion of the mucous 
plug above. Thus in natural labors the protection of the ute- 
rine cavity is complete. Contagious material has to be carried 
to it from without. The entire parturient act serves to guard 
the woman against infection. With the rupture of the mem- 
branes a downward current is produced by the escape of the 
amniotic fluid. The descent of the child cleanses the vaginal 
canal, and the associated leucocytosis and increase of vaginal 
secretion are both inimical to the action of the septic germs. 
Finally, the toilet of the vagina is completed by the passage of 
the placenta. 

Now, when we consider that Nature provides such precious 
means of self-defence, the question is unavoidable as to whether 
the disturbing methods of disinfection employed before and 

1 Walthard's investigations show that the vaginal secretion of parturient 
women who had not been examined internallj contained not rarely puerperal- 
fever germs — ^viz., streptococci, staphylococci, gonococci, and the bacterium 
coli. (Vide Archiv ftlr Gynftkologie, vol. xlviii., p. 237.) KrOnig found the 
apparent streptococci were incapable of culture in media containing air. 
Injected into the ear of rabbits no reaction followed. (Centralblatt ftlr Gynft- 
kologie, 1895, No. 16, p. 411.) 
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after labor under the plea of prophylaxis are commendable. 
The antiseptic douches dissolve the mucus, set free the im- 
prisoned germs, weaken the resistance of the tissues, and con- 
tribute to the extension of the sources of infection. 

The clinical tests of the advantages of substituting careful 
midwifery for the employment of germicides as a means of 
prophylaxis have been most satisfactory. Thus Leopold,* who 
vehemently combats the entire doctrine of autoinfection, re- 
ports three thousand three hundred and ninety-two cases in the 
Dresden Maternity in which injections were employed witli 
seven deaths, and two thousand and fourteen without douching 
with only three deaths from infection. Mermann," at the Mann- 
heim Hospital, in twelve hundred cases had no death from 
sepsis. Garrigues, from the New York Maternity, reports one 
thousand and fifty-nine confinements with four deaths. During 
the last ten years Mermann states that prophylactic disinfection 
has been continued in eight and been done away with in twelve 
G-erman institutions. 

The Society of the Lying-in Hospital of the City of New 
York does its work largely at the patients' homes, partly, too, 
at the hospital. The women cared for are to a great extent 
Russian and Polish Jews who have been but a short time in 
this country. To quote from the report of Drs. Lambert and 
Painter for the year 1893 : " Their houses are with few excep- 
tions squalid, filthy, and wretched, and the people themselves 
often weak and anemic. All the cases are used for the purpose 
of instructing medical graduates and students, who come into 
personal contact with the parturients." After labor is com- 
pleted it is the routine practice to wash out the vagina with a 
weak bichloride solution. Since the organization of the Charity 
the attending physicians, Drs. Markoe, Lambert, Painter, Edgar, 
and Flint, as a result of their labors are able to report five thou- 
sand seven hundred and thirty-seven cases of confinement with 
eleven deaths from sepsis. A careful examination of hospital 
statistics shows that with the abolition of the routine practice of 
douching the morbidity is diminished and that the mortality 
statistics are slightly more favorable. The difference, however, 

1 " UntersuchuQgen tLber die Entbehrlichkeit der ScheidenaussptLluDgen bei 
ganz normalen Qeburten,*' Archiv fllr Gynftkologie, vol, xlvii., p. 603. 

■ " Sechster Bericht tiber Geburten ohne Innere Desinfection,** Centralblatt 
ftlr Gynakologie, No. 33, 1894. 
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is not important, and there is no reason for taking extreme 
ground on either side. It is probably wisest to regard parturi- 
tion as a normal act and to attach more importance to general 
obstetric management than to a single detail in practice. 

That in most cases infection is conveyed by the hands of the 
attendant is self-evident. The ideal of obstetric art is to con- 
duct labor without any internal examinations or manipulations. 
Leopold has shown in the Dresden Maternity that this end is 
attainable in a very large number of cases. Certainly in all 
cases examinations should be infrequent and only after careful 
disinfection of the vulva, of the anal region, of the inner sur- 
face of the thighs, and of the abdomen. In these particulars, 
and in the disinfection of the hands, the obstetrician should 
take the same minute care as the surgeon. Throughout the 
continuance of labor he should remember the circumstances 
which favor puerperal fever, such as frequent examinations, 
operations, the artificial dilatation of the cervix, prolapsed cord 
and extremities which form highways to the uterine cavity, 
leaving behind bits of placenta or strips of membrane ; impaired 
vitality of maternal tissues from pressure; retention of clots 
from displacement^; lowered vitality from hemorrhage, from 
the long continuance of labor, from deep wounds, from eclamp- 
sia, from complicating diseases, and from unhealthy sanitary 
surroundings. Many of these dangers are avoidable and are 
the result of slovenly practice. 

If perineal support is needed during the passage of the child's 
head the perineum should be cleansed and covered with gauze 
to prevent the soiling of the fingers with excreta from the 
bowels. Deep cervical and perineal tears should be closed by 
sutures. 

The foregoing enumeration shows that there are cases in 
which the safe conduct of labor is hardly possible without in- 
ternal disinfection. The latter is admissible, too, in febrile 
conditions dependent on local causes and in the case of un- 
healthy discharges. 

Doderlein's investigations seemed to show that a distinction 
between the normal and pathological vaginal secretions could 
be made out by certain easily recognized characteristics. Thus 
the normal secretion, he maintained, is intensely acid, with- 
out mucus, of a whitish-gray color, and of the consistence of 
curdled milk. The acidity, which possesses an influence an- 
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tagonistic to the pathological bacteria, he attributed to a bacil- 
lus which is now known by his name. The pathological secre- 
tion is of a yellowish or yellowish-green color, of a creamy con- 
sistence, with a reaction only slightly acid and not rarely neu- 
tral or alkaline, and contains pus cells and micro-organisms in 
great abundance. Under these conditions Doderlein believed 
that prophylactic disinfection was indicated. Burckhardt and 
others have published seemingly confirmatory experiences. 
More lately, however, Walthard, in reviewing the evidence, 
states that no certain deductions can be made from either the 
appearance or reaction of the vaginal secretion, but that cul- 
tures of the contained germs alone suffice to differentiate the 
two conditions. Naturally, however, both cultures and experi- 
mental tests upon animals regarding virulence are not yet avail- 
able for diagnostic purposes at the bedside. 

Recent studies concerning the uterine lochia possess great 
interest and are calculated to make one thoughtful concerning 
current practices in the treatment of the fevers occurring dur- 
ing the puerperal state. The most important are those of 
Kronig,* who confirmed the statement of Doderlein that the ute- 
rine lochia were first bloody, then sero-sanguinolent, and finally 
serous. The purulent stage described in text books is rarely ^ 
observed. The pus contained in the lochia is derived only to 
a slight extent from the uterus, but chiefly proceeds from the 
granulating wound surfaces of the cervix and vagina. In forty- 
seven of sixty-three cases where pulse and temperature were 
normal the uterine lochia were germ-free. But in four cases 
streptococci, in four cases gonococci, and in six cases saprogenic 
germs were present without any febrile manifestations ; though 
they did exert a certain influence, for with the streptococci the 
lochia were increased, with the gonococci the lochia were puru- 
lent, and with the saprogenic organisms the lochia had a foul odor. 

In thirty-five per cent of the cases where the thermometer 
showed an elevation of temperature the disturbing causes were 
external to the genital organs, such as mastitis, angina, and 
malaria. Budin calls attention to febrile disturbances associated 
with fecal accumulation and with secondary troubles due to 
the action of the bacterium coli. These are generally relieved 
by a laxative. 

^ ''Aetiologie und Therapie der puerperalen Endometritis," Centralblatt 
IfXr Gynakologie, 1895, No. 16, p. 422. 
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Of one hundred and seventy-nine cases of endometritis due 
to infection; the largest number, seventy.five, were the product 
of the streptococcus pyogenes, and only four of the staphylococ- 
cus pyogenes aureus. All the fatal cases (six) were caused by 
streptococci. In twenty of the seventy-five cases no internal 
BKami nation had been made. On the whole these latter pursued 
a milder course, yet one terminated fatally. 

There was the widest difference in symptoms due to strepto- 
coccus infection. Frankel, in speaking upon the same subject, 
says: ^*The pathogenic activity is the most variable character- 
itic of many varieties of bacteria. It is subjected to numerous 
external influences and is dependent upon matters of slight 
apparent importance.*' That there exists a marked difference 
in the susceptibility of patients has long been a matter of 
observation. In one patient there is not even a rise of tempe- 
rature. In the most numerous class the progress of infection is 
checked, as has been shown by Bumm, by a delimiting zone of 
leucocytes. In lying-in hospitals the same poison may prove 
fatal to one patient and give rise to only trivial symptoms in 
another. Kronig lays considerable stress upon the time of 
infection. It is perfectly well known that the earlier the rise 
of temperature the more severe as a rule are the symptoms. 
The fatal cases most commonly belong to the class in which 
the streptococcus is introduced into the uterine cavity during 
labor. If the infection takes place by the vagina and reaches 
the uterus one or two days after labor, when the uterus is con- 
tracted, the vessels are filled with thrombi, and the repair of the 
endometrium has begun, the symptoms are usually of a mild 
type. 

Infection due to staphylococci is of a mild type. Both 
streptococci and staphylococci may occupy the uterine cavity 
siiDultaneously, but the former usually rapidly drives away the 
latter. The bacterium coli, of all the infectious germs, appears 
best able to sustain itself in the presence of the streptococcus. 

One of the most interesting of the recent revelations of the 
mieroBcope is the frequency with which puerperal endometritis 
is due to gonococci. This happened in fifty of Kronig's cases. 
Bnrckhardt has reported twenty-one cases which he regards as 
plainly of gonorrheal origin. The disease is then usually of a 
milder type, but runs a protracted course. The gonococci are 
driven away by an invasion of streptococci. 
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The putrefactive forms of endometritis (fifty cases) Kronig 
found were mostly anaerobic. The bacterium coli is indifferent 
to the presence of oxygen. As the anaerobic forms cannot live 
in the blood, their influence is confined to the production of 
ptomaines. They multiply in lacerated and crushed wounds. 
Possibly, Kronig states, thrombi may be permeated with putre- 
factive bacteria, and the resulting emboli may lead to ichorous 
abscesses in remote regions of the body. 

The researches of Bumm * show that while doubtless, in most 
cases of puerperal diphtheritis, the so-called membrane is really 
a necrosis of tissue due to streptococci, true cases of diphtheria, 
caused by the Loffler bacillus with production of fibrin, do 
occur in puerperal women. 

In stating conclusions I reserve to myself the privilege of 
changing my views to-morrow, if it seems to me new observa- 
tions should make a change necessary. But at present it can- 
not be too strongly insisted upon that a lessened death rate 
must for the most part follow the lines of improved midwifery 
practice. The unquestioning, childlike faith in the indiscrimi- 
nate use of the douche and the curette as a panacea against the 
consequences of ignorance in the lying-in room is a curious 
phase in the working of the human mind. 

As a single instance, nothing is more impressive in the dis- 
cussions upon puerperal fever, as an argument in support of the 
curette, than statements as to the frequency of retained clots, of 
retained placenta, and of retained membranes. In such cases 
the removal of materials which feed putrefactive germs, whether 
by the finger, by the curette, or by the douche, is undoubtedly 
indicated ; but nothing makes one feel more keenly how little 
has been the advance in practice than the alleged frequency of 
such evidences of slovenliness. 

How far the douche is beneficial in fevers due to the gono- 
coccus is not yet decided. It is quite possible that an attenua- 
tion of the poison may be the immediate result of raicrobicide 
solutions. But a single douche is not likely to work any pro- 
longed good, and repeated douching is in all cases deleterious. 
Of great importance in considering the question is the fact that 
the process is generally benign and is localized by pelvic peri* 

J *' Ueber Diphtherie und Kindbettfieber," Zeitschrift far Geburtshttlfe 
und Qynakologie, vol. xxxiii., p. 126. 
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tonitis. When the organs are fixed by adhesive inflammations 
douching is harmful. 

In the form due to streptococci great caution needs to be 
exercised. All admit that when the malady has gained full 
headway neither the curette nor the douche is of avail. Against 
their indiscriminate use in the early stages it must be remem- 
bered that in the great proportion of cases, when not inter- 
fered with, the process is and remains a localized one. More- 
over, the fact must not be lost sight of that the puerperal fevers 
have, as a rule, a low mortality rate. The injection of a weak 
microbicide solution will not kill the streptococcus germ. A 
strong solution acts only upon the surface, where it likewise 
kills the tissues, washes away the thrombi, and, when the douches 
are repeated at short intervals, paralyzes the muscular structures. 

But the enemy does not long remain upon the surface. At 
an early stage it has already penetrated the underlying tissues. 
The curette, it has been argued, should therefore be employed 
to scrape away the entire decidua. Doubtless there are patients 
who survive this practice. As a rule the curette thus em- 
ployed destroys the barrier formed by the leucocytes and opens 
the door to the enemy. Mild cases are frequently converted 
by this process into virulent ones. 

If douches are employed they should not be repeated. To 
continue local disinfection I have employed generally iodoform 
bacilli introduced into the uterine cavity. 

If diphtheritic patches exist upon the vulva or vagina, local 
treatment is valuable so far as it can be controlled by the eye. 

Of the future of surgical interference in cases of puerperal 
sepsis I come here to learn. I am sure that in the case of phle- 
bitis purulenta I should feel disposed to give a trial to hysterec 
tomy as proposed by Freund. I know that others have seen 
recoveries from this form of puerperal disease, but I have not 
been so fortunate. 

Db. E. p. Davis. — Dr. Lusk's interesting paper brings up 
facts of great importance as regards the treatment and prognosis 
•f cases of puerperal septic infection. The condition of the 
patient before labor is certainly a most important factor in 
determining the issue of the case. The choice of operative pro- 
cedure may often depend very largely upon this factor. We 
frequently see patients, naturally weak, who, after good care in 
maternity hospitals, have some complication in labor requiring 
radical interference, who recover from operative procedures 
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with scarcely a distarbance in general condition. On the other 
hand, an apparently trivial operation performed upon an 
exhausted or infected 'patient results in death. The improye- 
ment in mortality statistics of maternity hospitals is due, not 
only to better operative work, but to the greater attention given 
to the gfeaeral condition of the pregnant woman. The part 
played by the bacillus coli communis, mentioned by Dr. Lusk, is 
an important one. This germ may be the source of a fatal 
infection of the peritoneum, as illustrated in a case of neglected 
labor for which symphyseotomy was done by me about a year 
ago. In determining the necessity for preliminary disinfection 
Dr. Lusk wisely lays weight upon the practical difference be- 
tween pathological and normal vaginal secretions. I have found 
a simple rule in practice to be useful — namely, to require the 
nurse or patient to state the color of the vaginal discharge, 
whether it be white, yellow, or reddish, and, unless it resembles 
white of egg only, to consider it as pathological and practise 
disinfection with an antiseptic of alkaline reaction. A com- 
bination of green soap and creolin has answered best in my 
experience. 

When septic infection has occurred the first indication is to 
disinfect the vagina and thoroughly empty the uterus. After 
preliminary vaginal cleansing the uterus should be pressed 
gently down into the pelvis and thoroughly explored by the 
finger. In many cases the finger cannot reach to the fundus, 
and especially if the uterus is but partly contracted, as is com- 
mon in these cases. The sharp-edged curette is certainly not 
indicated in the puerperal uterus, but a Ipug, blunt-edged 
curette, no sharper than a paper-cutter, may well serve as a long 
finger to gently but thoroughly scrape the uterine wall. This 
instrument may have to advantage a hollow stem through 
which an antiseptic solution may flow. It should not be the 
purpose of the finger or curette to scrape away the endome- 
trium, but to bring out retained membrane, placenta, or decidua 
in a necrotic condition. 

The uterus, once emptied, may be disinfected by a suppository 
of sixty grains of iodoform or packed with iodoform gauze. 
The choice of these two may rest upon the presence or absence 
of hemorrhage. If oozing occurs gauze is the better. Dr. 
Lusk's recommendation that before vaginal examinations the 
inner surface of the thighs and the perineal region should be 
antiseptically cleaned is certainly a timely caution. I doubt if 
many of us take this useful step in hospital work. In enabling 
the body to resist the multiplication of infective germs we 
sometimes neglect the value of large quantities of alcohol in 
connection with cold packing and sponging. The statistics of 
the recoveries from puerperal septic infection under this treat- 
ment compare favorably with the results of operation — an 
observation which I have had occasion to verify. 
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As regards the operative treatment of puerperal sepsis, I 
think we are no more decided than are our cofleagues in New 
York. It is very difficult to choose a radical operation soon 
enough to benefit the patient, while conservative delay may 
waste valuable time. Attention should be called to the advan- 
tage of draining the pelvis through the vagina, as suggested by 
Henrotin at the last meeting of the American Gynecological 
Society at Baltimore. The posterior vaginal vault is incised 
laterally, and iodoform gauze packed thoroughly in the pelvis as 
a drain. After the womb has been emptied and disinfected 
this is a procedure so harmless that no objection can be made to 
its adoption. 

While hysterectomy after the method of Freund is, as Dr. 
Lusk, suggests, the ideal operation, we are and shall be disap- 
pointed in its results, from the fact that at present we find it 
difficult to determine precisely the indications for its perform- 
ance. If our patients are treated before active danger to life 
exists some needless operations will be done, while if delay is 
practised cases will be lost. 

Db. B. C. Hirst. — As I understand it. Dr. Lusk in his admir- 
able paper presents certain facts in the bacteriological study of 
puerperal fever, and from these facts draws conclusions in re- 

fard to treatment. With some of these conclusions I am in 
earty agreement, but with others I find myself somewhat at 
variance. 

In the first place, I heartily concur with what has been said 
in reference to unnecessary douching. I remember, during my 
residence in Berlin, hearing Schroder make a statement which 
has alwavs remained firmly fixed in my mind : " When a woman 
is not infected before, during, or after labor, her disinfection is 
entirely unnecessary and uncalled for." So much was I im- 
pressed with the common sense of this statement that I have 
always ordered my treatment accordingly, and never since I 
have been in practice or in charge of hospital service have I 
indulged in, or allowed those under me to employ, indiscriminate 
disinfection. I employ no douches in private practice without 
sp3cial indication, and do not allow the douche treatment to be 
used in my hospital services unless the woman is infected and 
the condition of the vaginal walls calls for disinfection. If 
disinfection is called for at all it should be of the most tho- 
rough character. 

To Dr. Lusk's objection to the disinfection of the uterine 
cavity — an objection which was rather implied than emphatically 
stated — I cannot quite subscribe. There is an important form of 
puerperal septic fever to which Dr. Lusk has not alluded — the 
decomp3sition of hypertrophied decidua, in my experience the 
connaonest cause of septic fever in the puerperium. Over the 
origin of this coadition the obstetrician has no control at all. 
Ths thicjkeoed mass of decidua has been formed through vari- 
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ous causes. I find it very frequently in girls illegitimately 
pregnant, and I have attributed it in them to tight lacing during 
pregnancy. I. have also seen it in private practice in women 
who lead an active life. I feel convinced that the only treat- 
ment that can save such cases is a thorough cleaning out and 
disinfection of the uterine cavity. I do not mean by this simply 
the use of the curette, though 1 believe that implement is a 
useful one in cleaning out the uterine cavity. I mean the use 
of the finger, of the curette, of the placental forceps, and of the 
douche. I have any number of notes of cases and temperature 
charts showing conclusively, to my mind at least, that this prac- 
tice is a valuable one. For one I believe from clinical observa- 
tion in repeated and thorough disinfection of the uterine cavity 
when it seems to be required. I entirely indorse the warning 
which Dr. Lusk has uttered against indiscriminate interference 
within the womb. I know from consultation practice that for 
every case of fever occurring after childbirth too many practi- 
tioners sweep a curette over the interior of the womb, give a 
single douche, and think their whole duty in the case is per- 
formed. 

Dr. Baldy. — I think we probably all appreciate the points 
taken by Dr. Lusk in the prophylactic treatment of puerperal 
fever, and it seems to me that'this is the proper place and proper 
time to meet the disease — that is, before it has really come into 
existence. There is no question whatever in my own mind that 
disinfection of the most thorough character, from the prophy- 
lactic standpoint, is the proper line of treatment. 1 believe 
that disinfection should be applied to the nurse and to the ac- 
coucheur rather than to the patient herself. In the ' vast ma- 
jority of cases the patient is a non-septic subject and infection 
is introduced by the nurse or accoucheur, and the disinfection 
from these sources should be thorough. Of course, after the 
disease has been contracted and we are in the presence of puer- 
peral septicemia, we have then an entirely different problem 
with which to deal. I can only feel that the line of treatment 
which appeals to me would be that detailed by Dr. Hirst, and 
which is not in exact accord with that laid down by the distin- 
guished author of the paper. In the first place, douching is 
valuable not so much from its antiseptic properties as by its 
mechanical action, and I agree with the proposition to wash out 
all debris from the uterus with a douche in a patient who has 
septicemia following labor. I believe if this were practised 
universally fully three-fourths of all cases of puerperal septice- 
mia would be ended then and there. If the disease has gone 
beyond the infection of the blood clots and the small pieces of 
placental shreds that are left in the uterine cavity (and I would 
not say that I altogether agree with the reader of the paper as 
to this being due to neglect on the part of the accoucheur), it has 
passed beyond mere douching and more energetic methods of 
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treatment become necessary, unless we are to fold our hands 
and let the patient take her chances with constitutional treat- 
ment alone. If pathogenic germs have entered the puerperal 
uterus — and I can conceive of no better culture field for these 
germs than the raw placentj^l surface, ragged ends of veins, 
lacerated lymphatics, and blood clots — they have dead material 
upon which to feed, and it merely means getting rid of that 
dead material to end the trouble ; the intrauterine douche is 
here indicated. If after this treatment the symptoms of septi- 
cemia continue, then an indication is present that the germs 
have attacked living tissue and have burrowed suflSciently deep 
to be beyond the reach of the douche. Now, if this be true, as 
is stated by Dr. Lusk, and which statement I accept as correct, 
that germs have burrowed deep enough to get beyond the reach 
of the douche, it seems to my mind that if we can get beyond 
the germs themselves, if we can remove tissue beyond which 
the germs have penetrated, removing it completely with the 
germs, and can then irrigate the cavity of the uterus, washing 
away all debris and thoroughly disinfecting the parts, we have 
carried out a rational line of treatment. In that condition I 
believe the curette is a valuable instrument. It is true that 
if we allow the uterine cavity to become reinfected we put the 
patient in greater danger than if the curette had not been used. 

As far as removing clots and pieces of placenta from the 
uterus is concerned, I believe the curette is an exceedingly 
dangerous instrument, either sharp or dull curette. Many of 
the patients whom I have seen in advanced stages of septicemia 
have had such a curette used, and in many of these I have 
brought out large pieces of placenta, much to the astonishment 
of the physician who had employed the curette in a manner 
which he thought to be vigorous. A curette will glide over 
and give no indication of foreign bodies in the uterus. The 
only curette for such material as retained pieces of placenta is 
not an exaggerated finger in the shape of a dull curette with a 
tubular douche, but the human finger followed by the placental 
forceps, which will appreciate by the touch that these foreign 
bodies exist. Once loosened up the douche will readily empty 
the uterine cavity. I think promiscuous douching (in many 
cases with the common household syringe or with the instrument 
advised by Dr. Davis), with all the chances of the instruments 
not being disinfected and all the chances of reintroducing into 
the puerperal tract the most dangerous germs that you could 
introduce, is dangerous. Every puerperal woman should be 
douched with an entirely new syringe. 

When the disease has passed beyond the uterine cavity and 
has passed into that stage known as thrombosis, as suggested by 
Dr. Lusk, we come intcTthe realm, of course, of major operative 
work, and I think the time will never come, as subscribed to by 
Dr. Davis, when we will be able to decide for or against opera- 
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tioD on a decided and clear-cut line in these cases. It will 
always depend upon the individual judgment of the physician 
in attendance, as well as on the character and condition of the 
patient with whom he is dealing. I fully realize that the throm- 
bosis cases are considered necessarily fatal, and it is repeatedly 
told lis by those who oppose hysterectomy in certain puerperal 
cases that these thrombosis cases are entirely beyond our reach. 
I have at present such a patient in bed ; she is now in her fifth 
day following a hysterectomy, and I am watching her with in- 
terest. At the time of operation the veins throughout the broad 
ligaments were filled with thrombi ; it was a very simple and 
easy thing to piok them out with the forceps. The patient is 
still sick septically, althougb well surgically, but is in anything 
but what I consider a safe condition. The case is just such a 
one as Dr. Lusk has expressed himself as wanting to try hyste- 
rectomy as a method of treatment. If the case should recover 
it will at least give us one patient of this character on which to 
base our future judgment. I know of none such upon whom 
an operation has been done and recovery has followed. 

Db. E. E. Montgomery. — I have listened with a great deal of 
interest to the paper by Dr. Lusk, and feel that we should 
greatly profit from his remarks upon the influence of bacteria in 
obstetrics. In regard to curettement my experience has led me 
to have more confidence in the use of the finger in clearing 
away dead material, portions of placenta, of decidua and clots, 
and that the pressure of the uterine walls between the internal 
finger and external hand enables us to practically squeeze out 
from the vessels clots which have possibly become infected. 
The removal of the debris should be followed by irrigation with 
sterile water or an antiseptic solution, and the latter by sterile 
water or normal salt solution. The uterus after recent confine- 
ment is flabby; its walls fall together and thus lead to more or 
less obstruction to drainage. The discharges are retained and, 
becoming infected, afford an additional source of danger. To 
avoid this the uterus should be packed with iodoform gauze, 
which keeps the surfaces apart, stimulates contraction, through 
its capillary action promotes drainage, and hastens the throwing- 
out of plasma to protect the walls from further infection. For 
such reasons I have been in the habit of using gauze packing, 
which may remain two or three days, be removed, the cavity 
irrigated, and a less quantity replaced. 

Another class of cases, in which we find the disease has passed 
beyond the uterine endometrium and is still confined, so far as 
we can determine, to the uterine walls, those known as puerperal 
metritis, would seem to indicate the performance of hysterec- 
tomy. It is important, however, in such cases, in order to be 
effective, that the operation should be done early, and it is diffi- 
cult to say when the case may recover without operation or 
when operation is absolutely necessary to save life. Not infre- 
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quently, while we are waiting to decide, the line of safety 
would have been passed and the opportunity of saving the 
patient gone. 

Dk, R. C. Nobkis, — I desire to thank Dr. Lusk for his very 
interesting paper. What I wish to say will be entirely from a 
clinical standpoint of this subject, as 1 have no experience with 
the bacteriological aspect of these investigations. There seems 
to be as much difference of opinion among the members of this 
Society as among the profession the world over as to the ad- 
vantages or the disadvantages of the antepartum douche. 
Now, it has been stated that when we know the patient's vagina 
is aseptic it is not necessary to give the douche. Unless the 
physician is a bacteriologist and investigates each case or has 
such investigation made, he is not in a position to say whether a 
patient is aseptic. I would not rely upon placing in the vagina 
a piece of litmus paper, as has been suggested, to determine the 
reaction of the vaginal secretion and thus to learn its patho- 
logical possibilities. I think the safest plan to rely on, certainly 
in hospital cases, is the antiseptic ante-partum douche. The 
results will depend upon the care with which the douche is 
given. Every patient in the Preston Retreat goes through a 
bath and receives a 1 : 2000 sublimated vaginal douche. The 
vulva, the external genitals, the lower abdomen, and the inner 
portion of the thighs are thoroughly scrubbed with soap and 
brush and finally douched. I recently reported to the Obstetri- 
cal Society a series of five hundred obstetrical cases with only 
one death, from chronic Bright's disease. There was no death 
from puerperal sepsis. It is very interesting to study the charts 
of these five hundred patients. If we consider the first eight 
days of the puerperium (the period embraced by most German 
statistics) there was a morbidity of 8.2 per cent. In other 
words, in 8.2 per cent of the cases the temperature did not rise 
above 100° F. throughout the period named. When we go 
beyond this period I find that in 16 per cent of the cases 
the temperature remained above 100° F. for varying periods 
longer than twenty-four hours. I take it that in the manage- 
ment of a confinement the problem is to have a clean accoucheur, 
a clean nurse, and a clean patient ; and when you are in doubt, 
as you must be, about your patient, the wisest course is to give 
a clean douche. I use a glass nozzle, which is boiled twenty 
minutes before it enters any woman's vagina^ and I use a glass 
percolator and rubber tubing known to be clean. I have learned 
to trust the antepartum douche, since I have never seen any 
disadvantage from it. As to the advantages and disadvantages 
of internal examinations, I believe they should be as few as 
possible. Abdominal palpation in the hands of a skilful man 
will usually tell him all he wants to know ; but there are cases 
which, if we neglect to ascertain the condition of affairs by 
touch internally, will give trouble through faulty mechanism, as 
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in posterior positions, in face and brow presentations, and even 
abnormalities may go nnrecognized, sneh as prolapse of the 
cord. If the surgeon can clean his hands and enter the abdomi- 
nal cavity with confidence, with proper precautions, he certainly 
can be clean enough to warrant the introduction of his hand 
into the vagina. For myself, I have no hesitancy in introduc- 
iug my hand into the vagina frequently when there is occasion 
to accomplish a normal mechanism of labor. While I have 
every confidence in my own ability to cleanse the hands, gene- 
rally speaking it is best to make as few vaginal examinations as 
possible. The whole matter depends upon the individual's 
knowledge of antiseptic technique and nis capacity to give 
enough time and attention to details. 

The question of the curette is also of great interest to every 
one practising obstetrics. I believe a curette, to be of any 
value in a puerperal case, must be used early, and that every 
time the instrument is used it should be preceded by the use of 
the finger to locate the tissue to be removed. I exhibited the 
other night some eight or nine temperature charts with the 
temperature rising to 102° or 103° on the fourth or fifth day. 
From these patients, with the use of the curette, the removal of 
hypertrophied decidua was accomplished, and the temperature 
immediately fell to the normal and there was no further ciom- 
plication. If we have hypertrophied decidua my experience 
teaches me that no man can with his finger remove the decidua 
from the uterine cavity ; it requires an instrument, and a sharp 
instrument. But if we allow the whole endometrium to become 
septic, then the curette is not only useless but actually does 
harm. Why we should rely upon placing iodoform in the ute- 
rus I cannot understand. It is not an antiseptic and will simply 
take away odor. Packing with iodoform gauze will secure good 
drainage and excite uterine contraction. In these cases the 
uterus is large and flabby and needs contraction. The douching 
of the uterine cavity should certainly be with large quantities 
— three or four quarts or more — of sterile fluid passing through 
a syringe with a capacious nozzle in order to have a iree flow, 
which acts mechanically and thoroughly washes out the uterine 
cavity. 

To decide for or against early puerperal hysterectomy, if we 
can make our diagnosis suflSciently early to warrant operation, 
then the operation will probably be a success ; but if the physi- 
cian reaches his diagnosis, that the patient will require a hyste- 
rectomy, because all other means have not availed, then the 
poison has spread beyond the uterus, and the operation, I 
believe, is useless. A man must be very bold to do this opera- 
tion when it can avail. He must do it early in the disease, and 
he will open cases and find nothing warranting removal of the 
uterus; but he must take these chances if he hopes to operate 
successfully in this class of septic cases. In a case of my own I 
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Opened the abdomen earlj, and in this case I found nothing to 
warrant taking out the uterus. I therefore closed the abdomen 
and t he patient made a good recovery. When you come face to 
face with this question at the woman's bedside, you cannot make 
a clinical diagnosis justifying hysterectomy until too late for 
hysterectomy to be of avail. This paper of Dr. Lusk, coming 
as it does from one so distinguished, can only be productive of 
good among the rank and file of men not qualified by education 
and experience to safely enter the parturient canal with instru- 
ments or their fingers. 

De. G. M. Boyd. — I have enjoyed Dr. Lusk's remarks very 
much, but feel as Dr. Norris does in regard to the douching 
ante partum and post partum. It has been my custom at the 
Philadelphia Lying-in Charity during my service, and it is the 
cuetom of my colleagues, to give in every case an ante-partum* 
bichloride or creolin douche. I think the necessity of this de- 
pends upon the character of work done, and necessarily the 
murtality of maternity hospitals depends upon the class of pa- 
tients treated. Whether it is a teaching maternity, a hospital 
in the centre of a great city admitting many cases in labor, or 
whether it is a hospital having some opportunity of selecting 
cases, I believe the low death rate which has followed the mod-^ 
ern maternity has been due to clean patient, nurse, and doctor. 
We all agree that doctor and nurse must be clean, and I think 
the patient should be clean. Unless we can examine bacterio- 
logieally the vagina of every patient, then I think we should 
always use a douche for disinfection. The ante-partum douche 
can do no harm to the aseptic patient, and 1 feel convinced that 
it does good in a patient in which the vagina is affected. 

In regard to the use of iodoform, I have frequently found it 
of great advantage. A suppository of iodoform made with 
acacia and starch is good. The mass can be made antiseptic,, 
and the advantage that it possesses is in its slow dissolving. 
The objection to the ordinary suppository is that it rapidly 
melts away and the disinfection, if there is any, does not con- 
tinue. It has been my custom in cases of mild infection of the 
uterus to depend entirely upon exploring the cavity of the uterus 
with the hand, followed by free irrigation. 

De. Willi A.M T. Lusk. — 1 do not see that I am greatly at vari- 
ance with the gentlemen who have spoken. The observations^ 
that I have gotten together here were largely for my own guidance 
in regard to these disputed points. It seems that the outcome of 
these careful bacteriological studies goes to show that it makes 
little real difference whether one washes out vagina and uterus be- 
fore and after labor or not ; both classes of cases do extremely welL 
I should feel in private practice that it would be rarely neces- 
sary to carry out these precautions, but where we have students 
examining patients it may be desirable or even necessary. I did 
not mean to say I would not use a curette. I took pains to say 
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it might be used in cases of retention of necrotic materials. Per- 
sonally I prefer to use the linger in place of the curette, and then, 
after everything has been removed, to wash out the uterus and 
finally to introduce an iodoform bacillus. I have no doubt that 
gauze is equally eflScacious. I did not mean to say that physi- 
cians are always to blame if infection occurs when clots are left 
behind. I do not doubt that in a large experience occasionally 
«uch a misfortune may happen to any one : but I do wish to 
draw attention to the alleged frequency which is advanced in 
support of the routine employment of the curette. I have heard 
a great deal about retained thickened portions of decidua, but 
1 have never personally seen a case of the kind producing puer- 
peral infection. Possibly I may see several before long. I be- 
lieve clots can be expressed usually, without passing the fingers 
into the uterus, by external pressure exerted by the hands. One 
point which has impressed me concerns hysterectomy in the 
cases of pyemia due to infected thrombi. Is not hysterectomy 
really indicated in such cases? The attack is ushered in by a 
violent chill, followed by a high fever, and ending with profuse 
perspiration. Perhaps for thirty-six hours the patient seems to 
fbe perfectly well, but another chill follows, the symptoms are 
like those of pernicious malaria, and then we know that the pa- 
4;ient is doomed. With care life may be prolonged, but the chills 
recur, and as the multiple abscesses result from the distribution 
of emboli a typhoid condition follows and death ensues. Now, 
after the second chill has occurred and there is no longer doubt 
of the diagnosis, is it not desirable, in the remission when the 
ipatient is apparently well, to perform hysterectomy and thus to 
iprevent the spread of the pyemic processes? It is in this line 
that I feel great hopes for the future. 



Meeting of Fehruary 20^A, 1896. 
Barton 0. Hiest, M.D., m the Cha/i/r. 

JDb. B. H. Hamill read the report of 

A SECONDARY OPERATION FOR TUBERCULAR PERITONITIS. 

The short time I shall consume in reporting the following 
'case will, I trust, not be misspent, as it well demonstrates the 
benefit which may be derived in operative interference in some 
of the cases of tubercular peritonitis. For the sake of compari- 
6on I shall include in my report the first operation. 

A. C, colored, set. 24, married, one child, was seen in October, 
1894. Menstruation first appeared in her sixteenth year. It 
was always accompanied with pain, but normal in quantity until 
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after the birth of her child in 1892, when it became very pro- 
fuse, frequently lasting for two or three successive ^weeks. At 
times it assumed the proportions of a profuse hemorrhage, she 
being compelled to remain in bed until its subsidence. Prior to 
1892 she was in perfect health, never having been ill from any 
cauee whatever. The first symptom she noticed was a well- 
defined and localized pain in the left ovarian region, rapidly 
becoming greater in intensity and more Qonstant and general. 
This was followed by a progressive loss in weight and failure in 
streni^th, and when I first saw her she was a frail, sickly woman 
weighing scant ninety pounds; a weak, feeble pulse, irregular 
rises of temperature in the evening, and totally unable to attend 
to her duties as a seamstress. She was markedly anemic, bowels 
alternating between constipation and diarrhea. 

family history. — Both parents living and well. Brothers and 
sisters all living and in good health. Her child is a healthy and 
well-nourished youngster. 

A careful physical examination by her physician. Dr. J. P. C» 
Grifiith, gave negative results. Her abdomen was distended by 
an a^icitic accumulation and generally painful. Yaginal ex- 
amination revealed a retroflexed uterus, normal in size, the right 
ovary enlarged, and both tubes adherent and tender. 

Celiotomy performed November 27th, 1894. Upon reaching- 
the peritoneum in making the abdominal incision, it was so 
much thickened I at first thought I had to deal with a cyst wall 
rather than the peritoneum. An accurate measurement was 
not taken, but I should judge it was three or four times itB 
Bormal thickness. There was a large amount of fluid withi» 
the peritoneal cavity. The omentum was adherent, covering 
the intestines. Appendages densely adherent to the adjacent 
organs. Peritoneum, intestines, uterus, and appendages were 
thickly studded with miliary tubercles. Nothing was done 
save to break up the omental adhesions and thorough irrigation 
with sterile water. Convalescence was uneventful, except for a 
somewhat irregular temperature ranging from 99° to 102° E.. 
She left the hospital in four weeks much improved. She con- 
tinued this improvement, rapidly taking on flesh and gaining in 
strength, and in four months after weighed one hundred and 
twelve pounds — a gain of twenty-two pounds. In the follow- 
ing July she reported to me, and I found a small ventral hemisL 
This was not operated upon until November 28th, 18d5, just 
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OQO year after the first operation. At this time she had no dis- 
comfort except the hernia, and I had some diflSculty in persuad- 
ing her to sabmit to an operation. 

Celiotomy was performed November 28th, 1895. Peritoneum 
normal in thickness. No fluid. Absolutely free from tubercles, 
and very few on intestines ; but I noticed that as I came nearer 
to the uterus and appendages they were more numerous — how- 
ever, not nearly so many as on the previous occasion. Both 
tubes were universally and firmly adherent, and were removed 
with great difficulty. The right ovary, which was as large again 
tis an English walnut, was embedded in a mass of adhesions and 
•contained a dermoid cyst filled with hair. The abdominal 
<3avity was thoroughly irrigated and the hernia repaired and 
abdomen closed without drainage. Convalescence was perfectly 
normaL The patient is now busily engaged with her occupa- 
ition and feels perfectly well. The following microscopical 
notes were furnished me by my friend Dr. Alfred Stengel: 

" The specimens were greatly thickened tubes. The lumen 
was patulous, but the walls greatly thickened and cheesy in 
appearance. The exterior of the tubes was somewhat covered 
with fibrinous exudate. Microscopically the walls of the tubes 
were composed of granulation tissue containing many giant 
Y^ells, and in places were cheesy and granular and taking the 
«tain with difficulty or not at all. Tubercle bacilli were not 
found, but the areas of specific tuberculous granulation tissue 
were so. characteristic that the disease may be pronounced 
tuberculosis with absolute certainty. The character of the 
process — massive caseating tuberculous infiltration — was such 
as to make it apparent that the tubes were the primary seat of 
the disease. The outermost limits of the diseased area showed 
'Small nodular tubercles, the secondary manifestations." This, 
then, seems to be a case of primary chronic diffuse tuberculosis 
of the Fallopian tubes. 

My reasons for not removing the uterine appendages at the 
first operation were twofold: first, because the patient took 
^ther very badly, consequently I had to be as expeditious as 
possible; and, second, from the fact that she was in such a 
weak physical condition, I felt that she could not stand pro- 
longed operative interference. The fact of such marked and 
immediate improvement from the simple opening of the abdo- 
men and thorough irrigation would be a strong factor in deter- 
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mining the extent of the operation, where I had doubt as to the 
patient bearing a prolonged anesthetization. However, I do 
not think that it is a wise procedure to follow this plan without 
being fully persuaded that such was the case, for the recovery 
will unquestionably be more complete when the oflfending 
members are removed. 

Dr. John 0. da Costa. — All of us do not get such good 
results in these cases as did Dr. Hamill. I have operated in 
two cases of tubercular peritonitis within a month, one promis- 
ing a very good result, the other not. The first one was rather 
a remarkable case on account of the rapid increase of fluid in 
the abdomen. I saw the woman first in the beginning of De- 
cember, when there was apparently nothing at all the matter 
with her excepting a little pelvic cellulitis. I did not see her 
again until the beginning of January. I then found her abdo- 
men slightly enlarged, and I could make out a decreased liver 
dulness. IShe was losing flesh fast and beginning to enlarge. 
About the middle of January I opened the abdomen and got 
certainly not less than thirty pounds of fluid ; found cirrhosis of 
liver and tuberculosis of apparently all the contents of the abdo- 
men. 

This woman's chief symptom was intense pain, agony, every 
time she went to stool. After the operation this symptom dis- 
appeared. She filled up so rapidly after operation that seven- 
teen days after the first operation I made another opening and 
drew off eighteen pounds of fluid; then I dusted iodoform 
into the abdomen. I do not know whether it will do any good 
or not. 

She began to fill a week afterward, then the distention stopped 
and she is very much improved, but not well. 

In the second case I opened the woman, not for tubercular 
peritonitis, but for adhesions which I could feel were there. 
This was a case in which I removed both tubes and ovaries for 
disease last summer. She was complaining of a great deal of 
pain in the left inguinal region and had a most fierce diarrhea ; 
even something worse than diarrhea, because she was passing 
the mucous lining of the bowel and having from five to fifteen 
stools a day. This was controlled finally by copper and opium, 
but there was such a mass of adhesions and such an amount of 
pain in the right side that I opened the abdomen to break up 
adhesions. On doing this I found the intestines, not the good 
healthy pink we should find them, but almost purplish-red, and 
tubercle on all parts. The adhesions were broken and cut off 
and iodoform very freely dusted in. She has been getting well 
418 fast as possible since operation. 

Here are two cases of tubercular peritonitis ; both of them 
had the abdomen studded with tubercle ; one of them gets no 
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improvement, and the other is getting well as fast as she can. 
Bo that we cannot always rely upon the brilliant results Dr. 
Hamill obtained in his case. 

Dr. George Erbty Shoemaker. — I think the dusting of iodo- 
form has nothing to do with the recovery of these cases of peri- 
tonitis. The amount of iodoform is insuflBcient to affect the 
large number of tubercular nodules. It seems to me in cases of 
very widely disseminated tubercle, such as the first case reported 
by Dr. Hamill, it is unwise to remove the tubes and ovaries un- 
less they show decided tubercular degeneration and unless they 
represent the principal focus of the disease. I have opened the 
abdomen four times for the cystic form of tuberculosis, and all 
the cases have made operation recoveries. I have not used 
iodoform in any of them. Two of the cases have been com- 
pletely cured, and the other two were only temporarily relieved, 
though life was prolonged many months by operation. 

Dh. 0. P. Noble. — I have operated for tubercular peritonitis 
a number of times, and the conditions in the different cases dif- 
fered very markedly — from cases where the tubercle was almost 
entirely limited to the appendages, on the one hand, to those 
where it was disseminated throughout the abdomen. All of the 
cases operated on made primary recoveries, except one where 
there was a large ovarian tumor which was suppurating and 
quite a large pelvic abscess in addition. That case had a tu- 
bercular peritonitis complicating a suppurating ovarian tumor. 
She also had early phthisis of the lungs. 

Of those that made primary recoveries all are alive, with one 
exception — that of a young girl whose abdomen was distended 
with fluid, who died, about three weeks after she left the hospi- 
taK in the natural course of the disease. 

I would agree with Dr. Shoemaker that it is useless to put 
iodoform in the peritoneal cavity. I think we know as yet 
very little as to why these cases improve after operation. They 
improve equally well with drainage or without drainage. And I 
have no doubt that many of them would get well if we did not 
operate upon them at all. It is very easy to assert that they do 
not get well if let alone, but that does not prove it. I have no 
doubt that many cases of tubercular peritonitis get well that 
^ have not been operated upon. I thiuK that we have a good 
deal to learn on this point. 

Db. E. E. Montgomery. — I have had an opportunity to see 
quite a number of cases of tubercular peritonitis, and I con- 
gratulate the doctor upon the result in his case. In regard to 
the removal of the tubes, I think Dr. Hamill's course was the 
correct one, especially when he found that those organs were 
the seat of origin of the disease and that it had extended from 
there to other portions of the body. In tubercular peritonitis it 
seems that, if we remove the original site of the disease, not 
infrequently the trouble is arrested and the secondary develop- 
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ment or infection seepas to be of a much lessened vitality than 
that from which it originated. 

I saw a case some years ago upon whom I operated when she 
was suffering from a very extensive pus collection in one broad 
ligament — a collection so extensive that the broad ligament was 
spread out, forming a sac. I was unable to take out the sac wall 
and had simply to scrape away as far as possible the pyogenic 
lining membrane and subsequently drained. This patient re- 
covered with a fistulous tract which remained a year afterward. 
This caused her considerable annoyance, and I could distinguish 
a mass in the other side of the pelv^is which was not apparent 
at the time of the first operation. I reopened the abdomen 
with a view of removing the fistulous tract, possibly due to an 
infected ligature, and also the mass just mentioned. I found, 
however, quite a number of masses of tubercular deposit in the 
peritoneum, one of which was situated in the omentum imme- 
diately beneath the line of the incision. This mass of tubercular 
tissue was not removed, the cavity was irrigated ; but the 
wound was infected apparently from this mass, and I had a 
tubercular condition of the wound. Instead of doing away with 
one sinus I had two or three sinuses in the resulting wound, and 
examination disclosed that it was infected with tubercle. So 
the abdomen was again reopened. This, time the tubercular 
mass was as far as possible removed. This mass was found to 
have broken down immediately beneath the wound ; the adhe- 
sions were broken up and the cavity irrigated. Gauze drainage 
was used at this operation, and the whole abdominal wall pretty 
thoroughly curetted and closed, with drainage in the wall itselx. 

The result was union, with the exception of a sinus at the 
lower angle of the wound, which, I am sorry to say, still con- 
tinues. I wish to add that in tearing up the adhesions the 
sigmoid flexure was partially torn across in this third operation, 
and, although the opening was sutured, it gave way, and for 
three weeks all the discharges were through the abdominal 
opening for the drain. After that time there began to be 
evacuation by the bowel,, and without any further treatment the 
opening closed by granulation, with the exception of the small 
sinus which now exists. The patient is now in first-rate health, 
excepting the sinus ; she shows no evidence of tubercular trouble 
since. She has gained thirty or forty pounds, and to look at 
her you would suppose she had never had any trouble. It has 
been three years since the last operation was done and four 
years since she was first operated upon. At the time she first 
came under my observation she was a skeleton and looked as if 
she would not have lived more than two or three months. I 
would not have been surprised to find her drifting into general 
tuberculosis. 

I had occasion a few days ago to operate upon a patient in 
the western part of the State. She had had the abdomen 
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opened, irrigated, and sprinkled with iodoform. In that case 
the wound had closed with the exception of a sinus through 
which some fecal matter discharged, and there was fecal matter 
also discharged through the bladder, showing a communication 
between the small intestine and the bladder. I reopened the 
wound, separated adhesions, and removed the ovaries and tubes, 
which were extensively diseased, found a sinus which communi- 
cated with the bladder and closed it, removed a number of 
tubercular masses, but the patient did not stand the operation 
well and died within a few hours subsequently. I believe had 
the ovaries and tubes been removed at the first operation the 
chances for recovery would have been much better, the tubes 
and ovaries having evidently been the original seat of develop- 
ment. 

Dr. George £rbtt Shoemaker. — In neither of my cases in 
which complete cures were made, one extending over six years, 
the other over a year and a half, were the ovaries and tubes 
removed ; and I believe that when the disease is superficial in 
these organs, when minute tubercles are simply studded over 
their peritoneal covering as well as over all other parts of the 
peritoneum, there is no advantage in removing the tubes and 
ovaries. But if there is marked degeneration of these organs 
they should be removed, as should any structures in which the 
disease may be chiefly localized. 

Dr. 0. JP. Noble. — The last case of tubercular peritonitis of 
which I spoke had one feature about it of interest. This patient 
was admitted to the hospital supposed to have a pelvic tumor. 
She had a cough, and on investigating the case carefully I found 
she came of a tubercular family, having several brothers and 
sisters affected with the disease, the father having consumption 
at the time. 

An examination of her lungs did not show any marked con- 
solidation. Although she was In the hospital two or three weeks, 
her cough did not improve. In that case I operated, using the 
oxygenated chloroform as an anesthetic, witn the very happy 
result that the patient took her anesthetic beautifully and made 
a perfectly smooth recovery, just as if she had no bronchitis. I 
was very much pleased with this clinical fact. I think the oxy- 
genated chloroform in cases having cough, whether from tuber- 
cular bronchitis or not, is of great service to us. 

From the standpoint as to whether or not to remove the pel- 
vic organs, I am thoroughly in accord with the teaching that if 
the disease is primary in the pelvis, even though it has become 
disseminated, unless the patient's condition will not warrant, it 
is best to remove the organs invaded, including the uterus. 

Dr. J. M. Baldy read a paper upon 

A NEW OPERATION FOR TJTERINE PROLAPSE. 

. Complete prolapse of the uterus is by no means an uncommon 
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disease, iCnd where it does occar is difficult to cure. By cure is 
meant a return of the prolapsed organs into their proper rela- 
tions with the pelvis and their permanent retention. Much 
ingenuity has been expended in the past on methods for the 
relief of this condition, with results more or less satisfactory. 
Suffice it to say that with any or all of these methods cases are 
continually met in which failure to accomplish the object aimed 
at is encountered. It is true there are those who claim that 
they never fail to cure these patients with the aid of the meth- 
ods now in vogue. To these gentlemen the procedure I am 
about to propose will have no interest ; but to those of you who 
have found, as I have, certain cases which baffie all the skill 
you can bring to bear upon them, I am confident it will appeal 
most strongly, especially should you once try its effect upon 
one of your patients. 

In complete uterine prolapse not only has the uterus itself 
protruded from the vulva between the thighs, but in its descent 
there have been dragged with it both the bladder and the rectum, 
the case presenting the spectacle of the bladder, rectum, vagina, 
and uterus protruding from the body. For the accomplishment 
of this condition all the connective tissue and ligamentous 
attachments and supports to these organs must necessarily have 
become enormously over-stretched, and consequently for a cure 
to be obtained not only must these various organs be returned 
to their respective positions, but effective means must be adopt- 
ed for their permanent retention. 

The first great step made in the evolution of the method of 
cure was obtained by Dr. Emmet when he devised his ingenious 
procedures for narrowing the vagina and restoring the torn 
perineum. For a long term of years these plastic operations 
(amputation of the cervix uteri, colporrhaphy, and perineorrha- 
phy) stood alone as the remedy for prolapsus uteri. A mere 
glance over the requisites for success will show that one of the 
most important, if not the most important indication had been 
neglected — namely, shortening of the over-stretched ligaments or 
the production of some artificial support to the uterbs itself to 
take their place. This defect was later supplied by adding to 
the plastic work the operation of hysterorrhaphy, thus in a man- 
ner meeting all the indications. 

The narrowing of the vagina tends to prevent and obstruct 
the reproduction of the prolapse, the restoration of the perineum 
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removes in great measure the original forces which brought 
abaut the oterine descent, and the hysterorrhaphy goes a great 
way toward furnishing a good support to the uterus and vagina 
until such time as Nature may have brought about an atrophy 
of the over-et retched connective tissue and ligaments ; and even 
then it continues to aid these elements in the performance of 
their functiona. The only question remaining to be solved is, 
Does the hysterorrhaphy meet the indications as well as other 
methods? Personally I think not, and I believe the method I 
propose as a stibstitnte will be found to accomplish the object 
with greater certainty and surety. 




Fig. l 

A glance at the accompanying diagrams will disclose what 
is proposed. 

The procedure is in all essentials an abdominal hysterectomy 
by amputation at or below the interna] os. The points to be 
observed are ; 

To include both the ovarian arteries and the round ligamenl 
in the first ligature on each side of the uterus. 

To place this ligature as near the pelvic wall as possible, so 
as to leave but a small amount of broad ligament behind with 
the stump. 

To place but one other ligature on each side of the uterus, 
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this ligature to include the uterine artery with as little other 
tissue as possible. This leaves both broad ligaments open. 

To amputate the uterus as low on the cervix as possible. 

Fig. 1 shows this part of the operation completed, together 
with the second step— namely, the placing of the sutures. A 
glance at this cut shows the suture m situ, while a glance at 
Fig. 2 shows the suture tied with the parts drawn into place. 

It will be noted first that the suture is composed of heavy 
ligature silk ; that in the course of its application it includes 
both the ovarian and uterine stumps, deeply placed well hack 
of the ligatures. These points are important, as considerable 




Fio. 2. 

traction occurs when the sutures are tied, and unless these pre- 
cautions were taken the suture might tear out or the ligature 
on the stumps become displaced. 

It win be farther noted that the sutures include the sides of 
the cervical stump. 

It can readily be seen that the effect of tying these sutures is 
to lift up the stump of the cervix together with the vagina and 
to bring it in close approximation with the ovarian stumps, 
doubling the opened broad ligaments together, as shown by 
Fig. 2. 

Of course the portion of the broad ligament at the point 
of the ovarian stump will be drawn down somewhat, but the 
main effect is to lift to a high point the cervical stump and at 
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the same time to drag up the vagina. Adhesions take place 
throughout the full extent of the doubled broad ligament, and 
most surprisingly firm support is given from above to the 
vagina. 

Fig. 3 shows the peritoneum drawn together by a catgut 
suture over that portion of the cervical stump which remains 
uncovered after the two sutures are tied. 

The result of the operation is as near perfect as is possible by 
any operative procedure. 

The results accomplished are : 

The weight of the heavy uterus is removed. 




Fio. 3. 

The over-stretched vagina is lifted high up and held firmly in 
place. 

The supports utilized are the natural supports of the uterus 
and upper portion of the vagina — the broad ligaments. 

The cervix remains a pelvic organ, as is natural to it. 

The immediate and remote result as regards fixation of the 
upper part of the vagina is perfect. No one who has not tried 
either to push the parts down from above or to pull them down 
from the vagina can fully realize the excellent amount of fixa- 
tion obtained. 

The plastic operations on the vagina I should judge to be 
absolutely essential as an adjunct to this as well as to any 
other similar procedure, for the reason that unless we remove 
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the eauses which prodpced the original prolapse we can hardly 
hope to escape a relapse, however well the work above may be 
conceived and executed. 

The class of cases to which this method is applicable is of 
course limited to those women in whom the question of future 
childbearing is eliminated. Other than the mortality incident 
to a hysterectomy and old age, I know of no other contra- 
indication in any case of complete prolapsus uteri. 

Where there is a cancerous uterus to be considered the opera- 
tion can readily be modified, as has been done by Polk, by 
completely removing the cervix and, after closing the vagina, by 
stitching together the mucous membrane, passing the suture 
through the vaginal vault instead of through the cervix. 

I have up to this time performed the operation four times 
with eminently satisfactory results. The first attempt was on 
a woman at middle life with complete prolapsus uteri. The 
broad ligaments were not ligated as near the pelvic wall as were 
those of the subsequent cases, and consequently the same firm, 
unyielding support was not obtained. However, the support 
has been sufficient to give an excellent and permanent result. 
A second mistake was made in this case in doing the plastic 
work. So well was the vagina, two weeks after the hysterec- 
tomy, drawn up into the pelvis that it was not considered 
necessary to carry out the usual plastic procedures on the 
anterior vaginal wall, but I rested content with building up the 
posterior vaginal wall and restoring the perineum. The result 
has been a small cystocele, which the patient will not return to 
have repaired. In spite of this the vagina remains well up. 

The second patient was an old lady about 70 years old. 
Some weeks later she died from an apoplexy or from embolism, 
and an opportunity afforded of examining the parts. Every- 
thing had healed up solidly, and the support obtained was so good 
that by pressing directly down upon the parts through the abdom- 
inal opening it was impossible to displace downward the cervix 
and yagina as much as could have been done in a virginal pelvis. 

The third operation was in every way a complete success, and 
its permanency seems to be assured, if one is ever able to judge 
in such matters. 

The frequency with which this operation will be done will, I 
think, resolve itself into the ease with which a hysterectomy can 
be performed by any given operator and with the amount of 
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mortality he is in the habit of meeting in his hysterectomy 
work. 

The mortality out of the question, I know of no operation 
which will compare with it in the promise of certain results. 
As to the mortality, I believe it will be no greater than will be 
that of hysterorrhaphy. No operation is simpler to a skilled 
operator than an abdominal hysterectomy on a freely movable 
uterus, as is mostly the case in these patients. 



Since writing this paper (some two months ago) I have had 
occasion to operate upon four other cases. In the one case the 
procedure just described was carried out and again proved the 
great efficiency of the method. The immediate result has pro- 
ven eminently satisfactory. 

The second case is one in which I adopted an important 
modification which I believe it well at this time to call to your 
attention. The patient was one upon whom I had two years 
ago performed a hysterorrhaphy together with the usual plastic 
work for the cure of a complete prolapse. The patient returned 
with a large cystocele and rectocele, and the os uteri protruding 
from the vulva. During the operation which followed it was 
found that the fundus uteri was firmly and closely attached to 
the abdominal wall, not by a long, ribbon-like attachment, but 
by a short, thick pedicle — so short as to be practically unworthy 
of being called a pedicle at all. The intraperitoneal portion of 
the cervix or lower part of the fundus was greatly elongated, 
which condition allowed the vaginal portion of the cervix to 
protrude from the vulva. 

The uterus was freed from its attachment to the abdominal 
wall and a hysterectomy was performed as usual, amputating 
the organ on the cervix as low as possible. It was now found, 
on drawing the cervix up to the level it would occupy if the 
operation were completed as I have proposed, that there was too 
great relaxation and too great sagging of the vaginal vault. To 
have completed the operation thus would have been to have 
assured a non-success. This being so, but one alternative ap- 
parently presented itself. 

The cervical canal, after being thoroughly cleansed, was closed 
by a single circular suture of catgut. The stump of the cervix 
was now stitched to the abdominal wall by means of two silk 
sutures. The sutures passed completely through the whole 
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breadth of the cervical tissue, then through the parietal peri- 
toneum, muscles, and deep fascia of the abdominal wall, where 
they were securely tied ; the abdominal wound being closed as 
usual by through-and-through sutures, they remained completely 
buried. 

After the cervix was thus secured (before closing the abdo- 
men) it was not very difficult to whip the peritoneal edges 
together laterally so as to close the broad ligaments. The im- 
mediate result was all that could be desired. Two weeks later 
the plastic work was repeated on' the perineum and the parts 
were found to be in most excellent position. It is hard to con- 
ceive of the ultimate result being in doubt. 

The third and fourth cases were done in a precisely similar 
manner and with an equally successful result. 

Of course I fully realize that sufficient time has not elapsed in 
any of these cases for the drawing of final conclusions. I present 
the matter in its present stage because of the promise it gives of 
ultimate good. 

Dr. C. p. Noble. — It seems that various minds run in the 
same or a similar direction. I have a patient now in the Ken- 
sington Hospital for Women on whom I operated by what I 
considered a new method. It is almost exactly the same as the 
second one Dr. Baldy described. In this case I did hysterec- 
tomy, sewed up cervix, as I am in the habit, then stitched peri- 
toneum over it and the stumps of the broad ligaments. Then, 
instead of sewing stump of cervix to the abdominal wall, I 
anteverted the cervix and sewed posterior wall of cervix, where 
covered by peritoneum, to peritoneal wall. 

As to the necessity for such a procedure, in my own experi- 
ence it has been small. All of the procidentia cases on which I 
have operated, in which plastic work and hysterorrhaphy was 
done, have been cured, with one exception — the case alluded to 
above. 

From this standpoint I think the ordinary procedures give 
eminently satisfactory results. There is one class of cases in 
which I think that this method or some modification of it will 
be very useful, and that is the class in which Douglas' pouch is 
deepened down pretty much to the anus. That is the reason 
why this case I operated upon only a few weeks ago had recur- 
rence. She had a very good result from her operation, but 
Douglas' pouch was not influenced by the plastic work or by 
the hysterorrhaphy, and intra-abdominal pressure working be- 
hind the vagina pushed it out, over- stretched it, and later the 
cervix came down as well as the posterior wall of the vagina. 
In this class undoubtedly the ordinary methods are likely to fail 



Digitized by 



Google 



34 TBAMSAOTIOKB OF TttK SEOTIOK OlSf OltKECOUX^Yy 

Fortunately it is not a common class of cases. The percentage 
in which Douglas' pouch is greatly deepened, in my experience, 
is small, but when we meet with it I think it would be well to 
modify the procedures we have used in the past and substitute 
the operation I have described. I am not altogether sure this 
method is going to succeed, because it does not do away with 
the fault, the artificial deepening of Douglas' pouch. 

I would offer the suggestion that in case this method does not 
succeed, in addition we should open Douglas' pouch and pack it 
with gauze to cause its obliteration by the formation of adhesions. 
I intend to do this in this particular patient, if we have a recur- 
rence. I think it is the best plan to do hysterectomy just as we 
do for fibroid, sew up stump, cover it over with peritoneum, ante- 
vert the cervix, and then sew posterior wall up to the abdominal 
wall. In this case I used three sutures. I think {he operation 
insures one thing — that is, the vagina will stay fastened up to the 
abdominal wall, because the cervix is not going to stretch out 
when it is sewed so close to the vaginal junction. 

Db. B. C. Hirst read a paper upon 

INVERSION OP THE UTERUS. 

Inversion of the uterus is the rarest of the obstetrical acci- 
dents. In the Vienna Hospital from 1849 to 1878 in more than 
two hundred and fifty thousand labors there was not a case. In 
the Dublin Kotunda there was but a single instance in one hun- 
dred thousand labors. Winckel, in an experience of twenty 
thousand deliveries. Las never seen a complete inversion of the 
womb. It must therefore be accounted a large experience for 
a single individual to have seen, as the writer has, three cases in 
ten years. My first case occurred in my own practice. The 
patient had an adherent placenta, which I was obliged to detach 
by inserting my hand in the womb. As soon as the placenta 
was free I extracted it. Immediately the woman developed 
profound shock. Her vision failed, her pulse at the wrist dis- 
appeared, and she looked like a corpse. On making a hurried 
vaginal examination I found the womb completely inverted, 
with the fundus protruding from the vulva. My first effort to 
replace it failed because I pressed upward against the promon- 
tory of the sacrum. Realizing the mistake, I passed my hand 
well into the vagina, directed the fingers forward toward the 
abdominal wall, and in a moment with the greatest ease the 
womb was replaced. To use the apt expression of a French 
writer on this subject, there was at once '* a veritable resurrec- 
tion." Consciousness returned, the pulse reappeared at the 
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wrist and color in the face. The patient has since had two chil* 
dren under my care. 

My second case should really not be included as an experi- 





Fio. 1. 



Fig. 2. 



ence at all. I was called in consultation to replace a partially 
inverted womb with the fundus projecting from the cervix. 
By the time I arrived there had been a spontaneous reduction, 




Fio. 8. 



induced, I think, by the manipulations of the attending physi- 
cian, a man of large experience and admirable powers of obser- 

Tfttion, 
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The third case occurred in the practice of Dr. Charles G, 
Frowert, of this city. The labor was tedious and was terminated 
by forceps. The cord was wound three times around the child's 
neck. An intrauterine examination made directly after labor 
showed the womb to be in good condition. Dr. Frowert was 
called from the city a few hours later and remained away five 
days. In his absence he requested a friend who is a professed 
expert in obstetrics and gynecology to take care of his patient. 
This physician made daily visits, but, -in spite of the great paia 
complained of by the patient, of continued fever, and of a rapid 
pulse, he never made a vaginal examination. On the first visit 
after his return Dr. Frowert made a vaginal examination and 
discovered a complete inversion of the womb. I was called to 
replace it, and succeeded after a most tiresome effort lasting more 
than an hour. The patient was anesthetized and placed upon a 
table. Large masses of decomposing blood clots were stripped 
off the womb. Pressure was made with the finger tips against 
one side of the lower uterine segment in the manner shown in 
Fig. 2. By unremitting exertion for nearly an hour the cervi- 
cal ring was dilated to the size of a dollar. Then my friend 
Dr. Henry Beates, who assisted me, made counter-pressure upon 
the cervical ring and at the same time stretched it wider apart, 
as shown in Fig. 3, while I continued my upward pressure 
against the lower uterine segment. In a few minutes the womb 
returned to its natural position. The woman has made a per- 
fect recovery. 

Dr. E. E. Montgombby. — I have seen but one case of inver- 
sion of the uterus. That took place in a patient I atteuded. I 
delivered the placenta, and the patient at once presented the 
symptoms of shock. I made a vaginal examination and was 
horrified to find the uterus turned down into the vagina, and 
quite considerable bleeding resulted. I placed the fingers like 
a cone against the fundus of the uterus and pushed up, and in 
this way carried the uterus up and the hand into the cavity of 
the organ. Pressure externally then succeeded in contracting 
it, and the patient recovered. The case is very interesting in 
which Dr. Hirst speaks of returning the uterus, and this last 
case shows the value of the method he has suggested. 

Dr. C. B. Penrose presented a paper on 

A CASE OF SUPPURATION IN THE CONNECTIVE TISSUE OF THE PELVIS 
UNCONNECTED WITH DISEASE OF THE FALLOPIAN TUBES. 

Suppuration in the connective tissue of the pelvis uneon<^ 
nect^<J with disease of th^ Fallopian tubes is so rare that the 
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following case seems worthy of report. The great majority of 
such cases of suppuration arise from infection by way of the 
Fallopian tube. In a large experience with pelvic inflammation 
in women I have seen hut very few cases in which the suppura- 
tion had not such an origin, and I have never before seen a 
case in which the abscess occupied the position as in the ca^e 
here reported. 

C. B,j aged 32, VIpara. Menstruation began at 16 years of 
age ; has always been regular and painless. Eight months ago 
she gave birth at full term to a living child, which, however, 
died a few days after birth. She suffered with an attack of 
puerperal sepsis after this labor, for which she was treated in the 
Pennsylvania Hospital for several weeks. She left the hospital 
improved, though by no means well. Menstruation was eup- 
preseed for the five months following the labor, but for the 
past three months has occurred regularly. 

Since her discharge from the Pennsylvania Hospital she has 
suffered with continuous pelvic pain, most intense immediately 
above the symphysis pubis and radiating thence to both ovarian 
regions and the back. This pain has been increased whenever 
she assumed the erect position and by any motion or jar. She 
has also suffered with a great deal of irritability of the bladder 
with pain during and after micturition, the pain being referred 
to the urethra and to the region of the bladder. She has logt a 
good deal of weight and strength. 

When admitted to the University Hospital she was consider- 
ably emaciated and apparently suffering continuous pain. The 
irritability of the bladder was so great that she was obliged to 
urinate every one or two hours. The urine contained a small 
amount of pus, a few red blood corpuscles, no casts. The tem- 
perature was normal, the pulse weak and rapid. Bimanual 
examination showed the uterus in normal position ; lying ante- 
rior to the uterus and somewhat to the right a dense, hard, in- 
flammatory mass about the size of an orange. The pelvic ten- 
derness was so great that the tubes and ovaries could not be 
palpated. There was evidently present some involvement of 
the mucous membrane of the bladder, because pressure at the 
base of the bladder through the vagina caused marked pain. 

From the history and the exi^mination it was thought that the 
woman was suffering with a pelvic abscess, probably of tubal 
Qrigia wd caused by septic infection after labor. On acoonnt 
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of the nnusual position of the pus some doubts were felt in re- 
gard to the tubal origin of the disease. 

Celiotomy was performed in January, 1896. The tubes and 
ovaries were found normal, nowhere adherent. The omentum 
and the sigmoid flexure were adherent in a mass to the anterior 
aspect of the fundus uteri ; the bladder was adherent to this 
loop of intestine and the omentum and the uterus as high up 
aa the fundus. These adhesions were exceedingly strong in 
character. The examination thus made, through the abdominal 
incision, showed that the abscess was not of tubal origin and 
that in all probability it had originated in the very unusual posi- 
tion in the cellular tissue lying between the uterus and bladder. 
The abdominal incision was closed, and some days later an in- 
cision was made through the anterior vaginal fornix into the 
abscess cavity and about an ounce and a half of pus was evacu- 
ated. The woman made a speedy recovery. 

The proceeding which I adopted in this case is one which I 
have often followed with advantage. The indiscriminate punc- 
turing or incision through the vagina of purulent accumulations 
in tbo pelvis certainly seems unscientific, for if the accumula- 
tion have as its cause a pyosalpiux such incision results in the 
formation of a persisting fistula and not in the cure of the dis- 
ease. Therefore in all cases of pelvic suppuration in women it 
secma to me most advisable to open the abdomen first and to 
determine the exact nature of the condition. If a diseased Fal- 
lopian tube be the primary cause of the suppuration this can 
then be treated through the abdominal incision. If the tubes 
and ovaries are healthy and the suppuration has occurred, as in 
the case I have reported, primarily in the cellular tissue of the 
pelvis and is found to be accessible through the vagina, then of 
course vaginal incision is the proper treatment. 

Dfi. 0. P. NoBLB. — It is a novel experience to me to discuss 
a paper on this subject. Hitherto I have written the papers on 
this subject. When I reported a new case of this kind from 
time to time, the discussion consisted largely of intimations that 
the report could not be correct, because such things could not 
be, and therefore my observations were imperfect. Some time 
a^o I collected by correspondence twenty-one cases, including 
five of ray own, and formulated them into a paper. In each of 
these cases the diagnosis was confirmed by celiotomy. All of 
thejn had been observed recently, so that the condition is not 
so very rare, although it is of coi^rs^ much moye r^re thap pyor 
BalptQi^, 
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The method advocated by Dr. Penrose in his paper was the 
one which I adopted in all the cases — that is, to make an ex- 
ploratory section to make a diagnosis, and then to make a sec- 
ond incision. All of my cases I drained through the groin, 
because the pus happened to be high up. 1 think it is better 
to go through vagina to reach the pus, if at all feasible. 

The statement in the paper that it is unwise to puncture pel- 
vic abscesses through the vagina without first having made an 
attempt to evacuate through the abdomen is a question for 
discussion. It depends upon the condition of the particular 
patient when she comes under observation. If she is very feeble 
and very much broken down, whether there are pus tubes in 
connection with pelvic abscess or not, from my experience it is 
very much better to open the abscess from vagina. A third of 
the patients belonging to this particular class, operated upon by 
me from above, died ; and I know that other men with whose 
work I am familiar had the same experience. Yet practically 
all get well if ti*eated by drainage through the vagina. My 
judgment is, it is far better to drain the septic cases until they 
recover from their septic condition, and then, if necessary, 
remove the diseased uterine appendages by abdominal section. 

Dr. E. E. Montgombey. — I have had an opportunity to see 
some cases in which the infection had evidently been conveyed 
to the pelvic tissues through the blood vessels or the lymphatics 
rather than through the Fallopian tubes. The pus formed be- 
tween uterus and bladder, in others in the broad ligament. When 
abdominal section was employed it showed absence of disease in 
tube or ovary. In one case there was a large pus collection in 
the ovary; this was some, weeks subsequent to delivery. The 
infection in that case had been conveyed through the tube and 
had infected the vulnerable ovary without involving the tube in 
the disease. I should dissent from the writer of the paper in 
the advice that the abdomen should be opened first with a view 
of diagnosis in all these cases. I believe in cases where consid- 
erable collections of pus exist it is the wiser plan to evacuate 
the pus through the vagina, and then, if necessary, a secondary 
operation may be done later when the patient is free from the 
possibility of infection of the peritoneal cavity by the pus col- 
lection. I should feel it unwise to open the abdomen of a 
patient in whom there was a large collection of pus in the broad 
ligament, without first having made an incision through the 
vagina to drain it and demonstrate what can be accomplished 
in that way before subjecting the patient to a secondary opera- 
tion. By doing the abdominal operation for exploration we 
have to expose the patient to two wounds, one of which is un- 
necessary when the operation may be done through the vagina. 
If it is a pus-tube case we can generally reach it through the 
broad ligament and without opening the peritoneal cavity, so 
that by burrowing through the broad ligament the collection 
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can be emptied, irrigated, packed with gauze, drained. And in 
many of these cases we find changes take place in the tubes as 
the result of gauze packing. It brings about a desquamation of 
the epithelium of the tube and destruction, I suppose, of the 
tube upon that side. 

Db. B. C. HiEST. — I have operated three times for pus col- 
lections between the layers of the broad ligament. In each 
case I opened the abdomen, diagnosticated tne condition, then 
closed the abdominal incision, evacuating the pus in one case 
through the groin above Poupart's ligament, in another by 
combined openings in groin and vagina, and in the last ease 
through the tagina alone. This woman was brought into the 
Howard Hospital two weeks after labor with a temperature of 
105°, which she had had for eleven days, or from the third day 
after delivery. I found a large mass in left broad ligament^ 
which had assumed the shape of a Gothic arch. There was no 
elevation of the anterior layer of the broad ligament. I had a 
bacteriologist make an examination of the pus, and, curiously 
enough, he states that it contains the pneumococcus. Unfortu- 
nately I got a dose of the infecting agent in my finger, so that 
I can appreciate what the woman must have suffered from the 
larger dose she got. 

In passing 1 would like to state that Dr. Noble is mistaken in 
regard to his being the first in Philadelphia to report cases such 
as Dr. Penrose writes of. Dr. Charles Meigs Wilson read a 
paper on this subject ei^ht vears ago, and at the same time I 
reported a case occurring in the Philadelphia Hospital. 

Dr. George E. Shoemaker presented the following speci- 
mens : 

RUDIMENTARY VERMIFORM APPENDIX. 

The specimen shown is a rudimentary vermiform appendix 
which was removed through the ordinary median incision, made 
to do uterine suspension in a case with tubal and ovarian adhe- 
sions. It is my custom to examine the appendix in course of all 
abdominal operations. This one being surrounded by adhesions, 
and being so constricted at its middle as to be liable to give 
serious trouble if inflamed further, it was removed and the 
stump invaginated. The patient made an excellent recovery* 

The cecal end of the organ was normal and one and one-half 
centimetres long. Then came an isthmus perhaps one milli- 
metre in diameter and translucent. Then followed a iiorinal- 
looking segment measuring one-half by one centimetre, while 
beyond it the structure continued as a tiny, delicate band of 
peritoneum to the tip, which is hard and rounded like a small 
bird shot. The organ appears to be impervious at the constric- 
tions. 

VAGINAL HYSTERECTOMY. 

The second specimen is a uterus with tubes and ovaries re- 
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moved by vaginal ligation and shown in the fresh state. The 
patient presented the cardinal symptoms of malignant disease. 
The uterus was edematous and so large as to, make its delirery a 
matter of great difficulty through the small vagina present. 
The patient, of Dutch descent, was short and so stout as to lead 
to the choice of the vaginal, rather than the abdominal route 
where total extirpation would have presented difficultieB as 
great as those encountered below. 



Meeting of March 19th, 1896. 
The Preddenty Baeton C. Hirst, M.D., in the Chair. 

Da, 0. B. Pbnkose read the report of 

A CASE OF HTSTEBBOTOMr FOR ACUTE PCJBRPBBAL SEPSIS, WITH 

BEOOVBRY. 

M- S.J white, 24 years of age, was admitted to the Gynecean 
Hospital on November 12th, 1895, suffering with acute appen- 
<licititj. Her temperature on admission was lOOf* and pulse 
104. She had for the first time been seized with pain in the 
region of the vermiform appendix, followed by general abdomi- 
nal pain J tenderness, and distention, four weeks before admission. 
She had had three children, one miscarriage, and had always 
been well before the present attack. 

When admitted to the hospital she was about three and a 
half mouths pregnant. The appendix was removed through the 
lateral iucision. A perforation was found one inch from the 
tip, and a fecal concretion about the size of a prune seed pro- 
truded through the opening. The abdomen was drained with 
gauze. Recovery from this operation was very easy. For two 
^ays after the operation the temperature was normal. After 
this it became somewhat elevated and ranged between 99|-^ and 
10 1"", pulse running from 85 to 106. The patient sat up in bed 
two weeks after the operation, the incision in the abdomen hav* 
ing closed. At the time of the operation for removal of the 
appendix the uterus, tubes, and ovaries were examined and 
found to be absolutely normal. 

On the evening of the nineteenth day after the operation she 
was seized with uterine cramp and miscarried. She was at- 
tended by Dr. Bloom, out-patient surgeon to the Gynecean 
Hospital J who was obliged to remove with the finger an adhe- 
rent placenta. On the evening of the third day after the mis- 
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carriage the temperature shot up to 104|*^. I made a digital 
examination of the interior of the uterus and found a mass of 
placental tissue adherent to the anterior wall, which it was 
impossible to remove with the finger or placental forceps. I 
administered intrauterine douches of 1 : 4000 bichloride solution 
from three to six times during the day. On the fifth day after 
the miscarriage she had a violent chill followed by a tempera- 
ture of 105°. I immediately (with the assistance of a nnree) 
performed celiotomy and removed the uterus at the vaginal 
junction. The following condition was found : The intestines 
were adherent by very recent adhesions throughout the pelvis ; 
behind the uterus was an accumulation of three ounces of 
stinking pus encysted by the adherent uterus, omentum, and 
intestines. The tubes and ovaries were concealed by adherent 
intestines and were neither seen nor palpated. The uterine 
tissue was so soft that the uterus was amputated with the closed 
scissdrs, which cut through it like cheese. In separating the 
adhesions from the posterior surface of the uterus a finger 
passed with very slight force through the posterior uterine wall. 
Silk ligatures were placed on the ovarian and uterine arteries 
and the uterus removed at the vaginal junction. The cavity 
left by the removal of the uterus was packed with a large 
quantity of sterilized gauze which protruded through the lower 
angle of the abdominal incision, and a gauze drain was also car* 
ried out by way of the vagina. 

Relief after this operation was immediate. As soon as the 
patient recovered consciousness she told the nurse that she feU 
that something which had been poisoning her had been taken 
;away. Her recovery after the operation was very satisfactory. 

Two dayai after the hysterectomy the incision over the appen- 
dix opened at the point of drainage and continued to discharge 
pus for some days. The region of the appendix was examined 
tit the time of the hysterectomy, and no communication waa 
found between the pus in the pelvis and the site of the vermi- 
form appendix, nor were the intestines adherent beyond the 
position of the vermiform appendix, except in the immediate 
neighborhood of the abdominal incision. The patient was dh- 
charged cured, with a perfectly closed abdominal incision and 
vaginal vault, six weeks after the hysterectomy. 

The report of the macroscopical and microscopical examina- 
tion of the specimen removed was made for me by Dr. Beyea. 
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Mcboroscopioal examination of the specimen. — The specimen 
was a soft, flabby paerperal uterus the size of a three-months 
pregnancy, which has been removed immediately before this 
examination. Cover-glass preparations made from the secre- 
tions in the uterine cavity by means of a sterilized platinum wire 
showed a large number of staphylococci and a few streptococci. 
The uterus measured 12.5 centimetres in length, 10.5 centime- 
tres in every diameter at the fundus, 6.3 centimetres in diameter 
at the internal os. The peritopeum, except over a small portion 
on the anterior and superior surface of the fundus, was com- 
pletely destroyed. On the posterior surface the muscle wall 
was severely lacerated, and in one place the uterine cavity had 
been perforated. On this surface, just below the left uterine 
cornu, there was an area, measuring 5 by 4 centimetres, which 
was covered with a pseudo- membrane, probably the wall of 
an abscess. On section the muscular wall was very soft in 
consistence, light yellow in color, and measured generally 2.5 
centimetres in thickness. The endometrial surface was irregu- 
larly here and there covered with firmly adherent portions of 
placental tissue. Over the anterior surface at the fundus there 
was a lacerated mass of placental tissue, 0.5 by 4 centimetres, 
which was so firmly adherent to the uterine wall that it was 
impossible to remove it with the finger without tearing away 
muscle tissue. 

Macroscopically, therefore, this uterus presented almost gen- 
eral and extensive periuterine cellulitis, abscess formation in 
relation with the posterior surface of the left uterine cornu, 
and adherent placental tissue, particularly over the anterior sur- 
face of the fundus. From the cover glass preparation it was 
evident that the uterine cavity was infected with staphylococci 
and streptococci. 

Microscopical examination of the specimen. — Sections were 
made from every portion of the uterus, including the muscular 
wall, the placental tissue, and the abscess wall. In all portions 
of the muscular wall in every section through the body and 
fundus there is to be seen between muscle bundles a small 
amount of small round-cell infiltration, which is more ex- 
tensive toward the peritoneal and placental surfaces. In rela- 
tion with the peritoneal surface it is most extensive in those 
sections which include the abscess wall. There is no attempt 
toward abscess formation except in and just beneath the pla- 
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cental tissue and near the abscess wall. This abscess formation 
is of the miliary type — small multiple abscesses in the earliest 
formative stage. The muscle tissue surrounding blood vessels 
shows considerable hyaline degeneration. Besides these inflam- 
matory changes there is nothing of pathological interest to be 
seen. Sections through the cervical tissue show nothing abnoi- 
mal. All of these sections through the body and fundus were 
prepared and stained for bacteria with methylen blue and eosin 
and theonin phenique. The best preparations were obtained 
with theonin phenique. These sections show a general staphy- 
lococcus infection of all tissues. Separate cocci are seen about 
equally distributed through the greater portion of the muscular 
wall, but, like the small round-cell infiltration, the number of cocci 
abruptly increase in number as the peritoneal and placental sur- 
faces are approached. The infection is, however, most extensive 
toward the peritoneal surface, and particularly just beneath the 
abscess wall where the cocci are formed in groups. From these 
examinations it is shown that this case represents an instance of 
acute puerperal infectious perimetritis with abscess formation, 
metritis and endometritis, the infecting organism being a sta- 
phylococcus. Whether the primary infection took place through 
the peritoneal surface or in the endometrium and then secon- 
darily infected the myometrium it is diflScult to determine. 

It is a question in this case whether the uterine infection 
originated in the vermiform appendix and was carried thence 
to the pelvic structures by way of the peritoneal cavity, or 
whether infection took place by way of the external genitals, 
I do not think that we can exclude the possibility of infection 
by the former way, especially in view of the fact that after the 
operation on the appendix the temperature continued to be ele- 
vated. On the other hand, aside from this slight elevation of 
temperature, the woman appeared to be perfectly comfortable 
and complained of no symptoms whatever referable to the pelvic 
organs until the miscarriage had taken place. 

At the time of the operation of hysterectomy the patient was 
in an extremely critical condition, the pulse being 150. I per- 
formed the operation by gaslight in the evening, and I feel 
confident that if I had waited until the following day it would 
have been too late to avoid fatal sepsis. 
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Db. J. M. Baldy read a paper npon 

A CASK OF PUERPERAL THROMBOSIS ; HYSTERECTOMY ; 
RECOVERY. 

In the discussioa following a paper on " Puerperal Fever," 
read before the Section on Gynecology, College of Physicians, 
at the meeting of January 16th last, Dr. William T. Lusk says : 
" One point which has impressed rac concerns hysterectomy in 
the cases of pyemia due to infected thrombi. Is not hysterec- 
tomy really indicated in snch cases? The attack is ushered in 
by a violent chill followed by a high fever. Perhaps for thirty- 
six hours the patient seems to be perfectly well, but another 
chill follows. With care life may be prolonged, but the chills 
recur, and as the multiple abscesses result from the distribution 
of emboli a typhoid condition follows and death ensues. Now, 
after the second chill has occurred and there is no longer doubt 
of the diagnosis, is it not desirable to perform hysterectomy and 
thus to prevent the spread of the pyemic processes? It is in 
this line that I fed great hopes for thefuture^^ It seems to me 
that nothing is left to be said further than. Why wait for the 
second chill, if a reasonably positive diagnosis can be made 
earlier ? There is no doubt but that in hysterectomy we have 
found a means of saving the lives of a not inconsiderable num- 
ber of women, provided the proper diagnosis can be promptly 
arrived at and the treatment applied early. All variety of cases 
of puerperal septicemia may at certain stages be susceptible of 
successful treatment only by this method. My first paper on 
this subject was read before the Philadelphia Obstetrical Soci- 
ety,* December 4th, 1894, at which time I mentioned five cases 
upon whom hysterectomy had been performed by different 
members of that society. On a number of other occasions I 
urged the same subject upon the attention of the profession. 
Finally, in a paper read before the American Gynecological 
Society, May, 1895, 1 collected and reported nineteen such ope- 
rations with seven successful results. With the possible excep- 
tion of the cases reported by Boldt, all these patients had greater 
or less amount of suppuration in the uterine walls ; all the seven 
recoveries were so many cases snatched from inevitable death. 
Two facts are demonstrated by a careful consideration of this 
group of collected cases : 

Hysterectomy is a life-saving procedure in certain post-puer- 
peral septic conditions. 
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The greater amount of snecess is to be obtained the earlier the 
diagnosis is arrived at and the treatment applied. 

These deductions are nort made without a full appreciation of 
the difficulties of the diagnosis and the chances of possible error 
fro of con. 

I have now to add one more experience to our successes : an 
experience which places in the list of possible cure by hysterec- 
tomy a class of cases which up to that time I, together with the 
rest of the profession, had been inclined to consider beyond the 
reach of the knife, that class of cases referred to by Dr. Lusk in 
the opening remarks of this paper — puerperal thrombosis. The 
case is of such interest that a somewhat lengthy report may b© 
pardoned. 

Mrs. G. was confined with a second child December 19th, 
1895. The labor was slow and tedious, and forceps was applied 
to the head. The placenta failed to come away after the usual 
manipulations, and, as the bleeding became alarming, the hand 
was passed into the uterine cavity, and the placenta, being found 
adherent, was removed in pieces. By this time the patient had 
fainted from loss of blood. On the following day two vaginal 
douches of listerine and boiled water were given. On Decem- 
ber 21st, there being an elevation of temperature an intraute- 
rine douche was given daily up to January Ist, 1896. At this 
time the douche was omitted for three days but was again re- 
sumed and continued until January 7th when I was asked to 
see the patient. A careful examination disclosed an enlarged 
soft uterus, freely movable with apparently normal Fallopian 
tubes and ovaries. The discharge from the uterus had the usual 
septic odor but not at all markedly so. The patient had an ex- 
treme death-like pallor. Her temperature was ranging from 
102|° to 104°, with a pulse of 130 to 140 beats to the minute. 

Intrauterine curettage followed by copious antiseptic douch- 
ing was advised and provided no improvement was noted in 
a short time hysterectomy. The following day her physician 
applied the (dull) curette and thoroughly flushed the uterine 
cavity with strong bichloride of mercury solution. No material 
change having taken place in her condition she was sent to the 
Gynecean Hospital and hysterectomy was performed on Janu- 
ary 10th. The Fallopian tubes and ovaries were found unin- 
volved. All the tissues were pale and blanched. The uterus 
was large and soft, and was removed by the method of amputa- 
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tion low down on the neck, care being taken to amputate in 
such a manner as to hollow out the portion of the cervix left 
behind, almost to the vaginal mucous membrane in this manner 
removing the lining membrane of the cervical canal, which was 
soft, thick, and of an ugly grayish color. The broad ligaments 
were removed as close to the pelvic walls as possible on account 
of their condition. 

All the veins running through the broad ligaments were filled 
with a grayish-colored clot. So extensive was the involvement 
that it became necessary to pause a number of times during the 
operation, in order to pull these clots away with forceps, so that 
none of them might escape amongst the intestines and be lost or 
infect the peritoneal cavity. Clots an inch or two in length 
could easily be pulled from the vessels. After the operation was 
completed it became necessary to remove the remnants of the 
clots from the vessels in the stumps, it being easily evident that 
they extended even beyond the ligatures. All possible infected 
points (such as stumps) were carefully disinfected and the ope- 
ration hastily completed. 

The patient went to the operating table January 10th with a 
temperature of 102°. By January 11th the temperature had 
dropped to 100°. January 12th at 8 p.m. the temperature 
registered 103f °, but had fallen the next morning to 100|°. By 
the evening of the 14th it had again gradually risen to 102°, 
and at 2 o'clock in the morning I received word from the hos- 
pital that the patient had had a terrific chill and that at that 
time her temperature registered 105|-° with a correspondingly 
high pulse. Under large doses of quinine (forty grains one 
dose) and strychnia the temperature had again dropped by 
noon of the next day to 101°. From this time until January 
2l8t her temperature record shows a fluctuation of temperature 
from morning to evening of 99^° to 100^°. 

On January 2lst at 8 o'clock in the morning her temperature 
registered 99^°. By noon she began to complain of pain in her 
right thigh, and soon developed a typical phlegmasia alba dolens 
in that leg. For the next five days her morning and evening 
temperature ranged from 101^° to 102^°, after which it grad- 
ually sank to normal, and she left the hospital February 10th, 
safe from her disease but with the loss of considerable weight 
and flesh. The color had only begun to return to her cheeks 
when she returned home. Following her operation her treat- 
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ment consisted of three-tenths of a grain of strychnia, six 
ounces of whiskey, laxatives when needed, and a liquid diet. 
At the time of her chill she was given at once in addition forty 
grains of quinine, and thereafter thirty grains daily. The whis- 
key was increased to twelve ounces daily. At the end of several 
days the quantity of quinine was gradually cut down to ten 
grains, the whiskey to six ounces, and the strychnia to three- 
twentieths of a grain daily. All medication was gradually 
withdrawn after her convalescence from the phlegmasia. 

An examination of the specimen showed on the interior of the 
u terns the characteristic conditions of septicemia. A very 
small piece of placenta remained attached. Cut sections of the 
uterine wall showed (to the eye) the vessels filled with a dark 
material. A microscopic view of these vessels and of the plugs 
drawn from the broad ligaments proves them to be composed of 
blood. Under the influence of the al'cohol in which they are 
preserved the thrombi have shrunken away from the sides of 
the vessels, excepting at one point where there are signs of be- 
ginning organization taking place. An exceedingly meagre 
bacteriological examination of these thrombi was made, but no 
organisms were found. This is not surprising, however, be- 
cause, as was the case in the specimens removed post mortem 
and examined by Orth, streptococci were found only after a 
moat patient and prolonged search, and only then in sections 
taken from near the uterine mucosa. In other words, it would 
seem that in a certain proportion (possibly the majority) of 
cases the bacteria do not follow the thrombi, at least early, but 
remain as the point of irritation at their original seat in the 
mucosa and more superficial muscular elements. If this be so, 
as ray case and that of Orth would seem to indicate, then we 
may look for a very considerable amount of success in these cases 
through hysterectomy in the future. 

Dr. Hibst. — To me the subject is extremely interesting. I 
have had myself eleven hysterectomies for puerperal sepsis 
with four recoveries and seven deaths — a discouraging record, 
but one I think to be expected under the circumstances. This 
operation should always be the last resort in a dangerous condi- 
tion, and we are only called upon to do it when the patient's 
state is truly desperate. 

My last successful hysterectomy was done for just such a 
condition as Dr. Penrose describes. I think of all forms of 
puerperal sepsis this is the most suitable for operation. I be- 
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lieve the best results will follow operations for this kind of sep- 
tic infection and inflammation. 

With the views expressed in Dr. Baldy's paper I cannot agree 
at all, I have the records of twenty-five cases of puerperal 
thrombosis and phlebitis, with recovery in twenty- four, and I 
am quite confident that Dr. Baldy's case would have done as well 
or better without operation as with it. The clots in the pelvic 
veins are usually not infected ; that is the reason micro-organisms 
are not found in them. If the patient is simply stimulated and 
fed sufficiently well I believe she is almost certain to make an 
ultimate recovery, although it may take a long time. 

I have the temperature charts of two women in whom fever 
lasted from three to four months, running irregularly, as in Dr. 
Baldy's case, punctuated once in a while by severe chills, and 
showing in each of these two cases (and in many others of which 
I have records) a distinct remission for several days, sometimes 
as many as ten, and then a recurrence of all the symptoms in 
their original intensity. I have learned to expect such remis- 
aioiiB and recurrences, so that I always warn the patient's friends 
and family about them, and in the vast majority of instances 
my prediction comes true. 

The last case of this sort in my hands was that of a physi- 
cian^a wife in the country, desperately ill for weeks. After 
while she apparently recovered perfectly. Her husband asked 
if she could not get up and be considered well. I warned him 
^t to permit her to get out of bed until ten days or more. 
After the disappearance of all symptoms, however, she felt so 
w^ll she insisted upon getting up. Two days later she was back 
ifi^bed with her symptoms as bad as ever before, the attack pre- 
cSa'ed by a violent chill, followed by a rise of temperature to 
IQ^"^. She ultimately recovered, as every case has under my 
observation except one that I saw late in the course of the dis- 

"-^-^^V^ In almost every one of these cases phlegmasia alba dolens ap- 
peared as an incident in the course of the disease, a temporary 
manifestation of its true nature, arising, persisting awhile, and 
Bubsiding during the course of the pelvic phlebitis, perhaps dis- 
appearing entirely long before the other symptoms come to 
an end. 

There is no question that hysterectomy is an extremely valu- 
able procedure in the treatment of certain forms of septic in- 
fection. The cases reported to this Society from time to time 
demonstrate that fact beyond question. I think, however, we 
should exercise care in the selection of cases for this operation. 
Such a case as Dr. Penrose's is eminently suitable for it, but 
there are many forms of seppis that can he treated better with- 
out surgical intervention. 

Dr, Montgomery. — I have been much interested in the two 
papers read, and congratulate Dr. Penrose on the promptness 
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with which he operated on this patient and on the result ob- 
tained. The operation of hysterectomy is certainly indicated in 
such cases when it can be demonstrated that the disease is con- 
fined to the uterus or the uterine walls are pretty extensively 
involved in it. The great diflSculty, however, is to determine 
whether disease has passed beyond the uterus and general in- 
fection has occurred to such a degree that the patient would die 
in spite of any operative procedure that may be performed. 
My experience in these cases has led me to question whether it 
is not wiser in many patients with marked septic infection, 
where it has travelled from the uterus wi|;hout any evidence of 
its having originated in a retained placenta, to make careful 
bat^teriological investigation and supplement or follow the latter 
by the use of a proper antitoxin. 1 believe that in these cases 
we may thus save the life of the individual, arrest the progress 
of the disease when otherwise it would go on uninterrupted in 
&pite of removal of the uterus, unless performed very early, as 
the infection has already extended beyond it, producing general 
systemic involvement. 

I have recently had an opportunity to use antitoxin. Un- 
fortunately in this patient I used it so late that it was difficult 
to say how much might be due to antitoxin and how much to 
the fact that the disease had nearly run its course. The patient, 
a young woman, delivered, had the following day a high tem- 
perature. I saw her some four or live days after delivery ; found 
the uterus at that time quite large and tender, situated to the 
left, the corresponding ligament more or less infiltrated and 
fixed. The vagina was filled with a large amount of offensive 
discharge, the vaginal walls were swollen and much inflamed^ 
The vagina was thoroughly irrigated and cleansed, uterus cu- 
retted (scraping was done, by the way, with the finger rather 
than with the curette), and then the posterior fornix of the 
vagina opened ; some lymph found in the pelvis. The latter 
was irrigated, it and the uterus packed with iodoform gauze. 
The temperature subsided the following day, but we noticed 
that the vulva was more inflamed than at the time the operation 
was done, a red blush extending over the vulva; and this blush 
extended day by day over the body, until the only portions of 
the skin of the body which were not affected by the erysipe- 
latous blush were the face and the arms from the elbows to the 
hand. Every inch of the main portion of the body had under- 
gone this erysipelatous inflammation. The temperature kept 
up, and in the beginning of the fourth week there was a rede- 
velopment of the trouble at the vulva and apparently a second 
extension of this erysipelatous condition. It had not at that 
time reached the feet, although the blush was extending half- 
way from the knees to the ankles. The temperature at this 
time again reached 104° and we began antitoxin, giving twenty- 
five centimetres of antistreptococcus toxin. Th^ following 
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day, after the first dose, the temperature began to come down ; 
after the second dose it did not reach 101° ; at the third it was 
nearly normal. This patient, since the fourth dose, has had a 
temperature only once reaching 101° ; the temperature for the 
last week has reached 101° but once. The convalescence at pre- 
sent is as rapid as could be expected. 

In this case the administration of the antitoxin has been late, 
and it is a question whether, the toxic action having run its 
course, the patient would not have recovered without it ; but 
with the history of the patient, with the knowledge we have of 
the erratic course such cases run, I feel that the experience has 
justified the further use and practice of this method of proce- 
dure, and in a case of a similar kind I should certainly proceed 
to the use of the antitoxin and having careful bacteriological 
investigation made of the discharges. 

Dr. Noble. — I have been very much interested in this sub- 
ject, and congratulate both the writers of the papers upon the 
success which followed hysterectomy. Since hysterectomy for 
puerperal infection has come more prominently before our 
notice it so happens that I have seen very few of the early 
cases. It seems to me in practice we should draw a very sharp 
line between cases that are seen late in the puerperal month by 
the surgeon and those that are seen in the early part of the 
puerperal month — in the first week. I have operated many 
times for puerperal sepsis late in the puerperal month. I have 
operated this winter at least half a dozen times. All theee pa- 
tients recovered. I did not do hysterectomy in a single case. 
When there are large localized abscesses, whether we do hyste- 
rectomy or not is a very small point. If we find the uterus at this 
time with an abscess in it, or if other good surgical reasons 
exist, I believe it improves the technique to remove it. Other- 
wise leave the uterus alone. Hysterectomy late in the puer- 
peral month is a very small point in the whole operation. Many 
cases do better to simply drain large abscesses and remove no- 
thing. I had two cases not long ago, both in extremis^ who 
made good recoveries after this method of treatment. 

I think we should endeavor to fix upon what is best in the 
individual case, rather than to do a fixed operation for inflam- 
mation and suppuration of puerperal origin. The only time I 
have had an opportunity in the past year to operate early in the 
puerperal month was in a case in which I opened the abdomen 
and decided not to do hysterectomy. The patient was supposed 
to have an obstruction of the bowels following miscarriage. 
There was a history of old peritonitis. Some two or three days 
after miscarriage she had all the classical symptoms of obstruc- 
tion of bowels: low temperature, pulse rapid, skin cool, vomit- 
ing incessantly. Putting these things together, I thought we 
were dealing with obstruction of bowels due to a band which 
was pulled upon when the uterus sank down. On opening the 
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AbdomeTi I found general j)eritoniti8. I irrigated abdomen and 

Eut in drainage. Tlie patient died promptly about thirty-six 
OUTS later- 

I believe the class of eases operated on by Dr. Penrose is the 
one in which we will get the best results. , There Nature has 
made an attempt to localize trouble in the pelvis, and we have 
the advantage of this in operation. When the tendency is from 
the beginning toward a spreading peritonitis, or when at the 
time the surgeon sees the patients there is a general peritonitis 
with very marked septic intoxication, very few of the cases 
recover. 

Db. Shormaker. — It must be admitted by the operator in 
post- puerperal sepsis that he will occasionally operate on pa- 
tients who would get well if he did no hysterectomy. We know 
that cases of phlebitis of the femoral vein after childbirth have 
been getting well for hundreds of years. These cases of throm- 
bosis of uterine veins are analogous conditions, as both involve 
the general systemic veins as contrasted with the portal system. 
Yery often the sepsis must be limited very strictly by natural 
processes, otherwise there would not be the constant recoveries 
in phlegmasia alba dolens. However, there must be some cases 
of acute puerperal sepsis which if seen early can be saved by 
hysterectomy which would not be saved in other ways. The 
difficult point is the early correct decision. In septic phlebitis 
of the portal system, in the neighborhood of the rectum, for 
example, the disease usually becomes localized and the patient 
does not die. On the other hand, phlebitis extending higher up 
in tlie portal system, forming the so-called pyelophlebitis, is, 
aecorditig to Osier and all other writers, invariably fatal. 1 
wish to enipbasize the fact that venous septic inflammations are 
usually localized by Nature. 

Dii. Penrose. — I feel that in regard to this subject we all 
have still a great deal to learn. I have been very much in- 
terested in Dr. Montgomery's experience with antitoxin, and I 
have no doubt that this method of treatment, which is in direct 
line with modern therapeutics, will eliminate from the operative 
cases a very large number, if not all, of those in which opera- 
tion is done for sepsis. I think that, as Dr. Noble says, we 
should separate the early cases — the cases seen during the first 
eight or ten days after a miscarriage or a labor — from those 
cases wIiicIl we see four or five weeks afterward, because the 
general infection of the woman is very much more pronounced 
in the early than the later cases, and in the later cases the 
puruleot accumulation is always encysted. I think the surgeon 
who seea the patient from the time of the infection has very 
much better opportunity of deciding when an operation should 
be performed than the surgeon who is called in at a late day 
after some one else has tried the preliminary treatments, such 
Hs douching and curetting, because we are always uncertain how 
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faithfully or carefnllj this preliminary treatment has been car- 
ried out. 

Db. G. E. Shoemaker read a paper on 

UTERINE DERMOID ; HTBTEREOTOMY. 

The case reported is remarkable because of the presence in 
the dilated uterine cavity of rounded masses of cholesterin, fatty 
detritus, and fat crystals. It is probable that a dermoid mass 
originally occupied the uterine cavity, and that it had broken 
down and been partially discharged. The patient gave an 
almost typical history of malignant disease of the corpus uteri,, 
and for this condition abdominal hysterectomy was advised and 
performed, an excellent recovery resulting. The history of the 
case is as follows : 

J. B., 58 years; married ninetjeen years; Ilpara — first instru- 
mental, stillbirth; second child lived five weeks. Puberty at 
16. Flow every four weeks, lasting two days, with pain first 
day. Menopause fourteen years ago. 

The patient is a thin, old-looking, small-sized, hard-working 
housewife. After complete cessation of the menses for thirteen 
years a bloody vaginal discharge began over a year ago and has 
continued at intervals since, one free bleeding recently lasting 
several days. A very copious grayish or pinkish, highly offen- 
sive discharge escapes from the uterus constantly, having an 
odor of decomposition. Formerly it was like muddy water or 
resembled the washings of beef. Constant burning pain through 
the abdomen and back. Has been losing flesh for a year. Fre- 
quent micturition with pain. A chill two weeks ago was fol- 
lowed by fever, but the temperature ran gesnow near thenormal. 

Examination. — A torn perineum has been sewn externally. 
Vagina senile, smooth, very narrow below, broad above. Va- 
ginal portion of cervix absorbed ; vaginal walls swollen and 
edematous about the cervix, which can be exposed with diffi- 
culty. The uterns is soft, enlarged symmetrically, length four 
inches ; fundus adherent, low, and backward ; motion limited 
both downward and upward, but no infiltration can be detected 
at the sides or through the rectum. The anterior wall of the 
cervical canal is eroded and bleeds at the lightest touch. No 
infiltration characteristic of malignant disease can be detected 
in the cervix. The uterine canal readily admits an irrigating 
nozzle. 
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Wfiile the patient was making up her mind about having an 
operation done several weeks passed, during which irrigations 
of the uterine cavity lessened, while they did not stop, the dis- 
charge. The case was considered to be malignant disease of the 
tody of the uterus, and for the hysterectomy the abdominal 
route was chosen because of the very narrow, atrophic vaginal 
outlet and the small size of the pelvis. At the operation curet- 
ting was first undertaken, but it was found that the instrument 
entered at once a large, thin- walled cavity and that soft, cheesy, 
sarcomatous looking material was brought away, so that further 
instrumentation was considered likely to cause perforation. 
Gentle irrigation and manipulation with the curette having 
brought away much material like cream cheese in consistence, 
accompanied by moderate bleeding, the cervical canal was 
packed with iodoform gauze and stitched up. Total hysterec- 
tomy from above was done by the ligation method. Owing to 
difficulty in recognizing the limits of the atrophied and soft 
cervical tissue, the uterus was cut ofiE low down and the cervix 
then removed with scissors, the Paquelin cautery searing the 
vaginal edges. The opening into the vagina was stitched and 
the pelvis floored over with peritoneum above the broad-liga- 
ment stumps, all ligatures having been cut short. Neither pulse 
nor temperature exceeded 100 after the operation, and recovery 
was aseptic and complete. The specimens are here presented. 
On splitting up the uterus its cavity is seen to have formed a 
sac large enough to hold about two ounces. The walls are 
about a quarter inch in thickness throughout, with no irregu- 
lar excavation. A hard nodule, a half inch in diameter, is 
eml)edded in the posterior wall below the origin of the left tube. 
There still remained in the uterine cavity when opened several 
free cheesy masses, from half to three-quarters of an inch in 
diameter, and of rounded form. These could readily be crushed 
by the fingers and were most offensive in odor. One of these 
masses is here presented. When examined microscopically after 
teasing, this material proved to be made up of granular fatty 
detritus and long, hair-like fat crystals, the latter occupying most 
of the field. The whole dissolved readily in ether, from which 
cholesterin plates afterward crystallized out. No true hair or 
- epithelium was found. Sections cut by ordinary methods showed 
no tissue structure. 

Dr. S. S. Kneass, Pathologist to the Methodist Hospital 



Digitized by 



Google 



m^. 



56 



TRANSACTIONS OB THE SECTION ON GYNECOLOGY, 



where the operation was performed, made cultures which failed 
to develop, owing doubtless to the unfortunate previous use of 
alcohol in preserving the specimen. No evidence of actino- 
mycosis was present. He also decalcified with some diflScultj 
the hard mass which projected from the uterine wall inside. 
Sections show "fibrous tissue, some small round cells, and some 
muscular tissue, with no epithelial tissue whatever." He con- 
siders the nodule a "fibroma with calcareous degeneration." 
Here, then, was a patient presenting an almost tjpical malig- 
nant history, such as that, for example, of sarcoma of the uterine 
body, but the dilated cavity is found to contain simply an ounce 
or more of decomposing rounded masses made up largely of fat 
crystals, while a calcareous nodule projects from the uterine 
wall. How could these conditions account for the history of 
bloody and offensive discharges for a year from a greatly 
enlarged uterus ? 

The question of prime interest, however, is the origin of the 
masses of fat crystals within the uterine cavity. The most prob- 
able theory which presents itself to the writer is that a dermoid 
mass springing from the uterine wall had originally projected 
into the uterine cavity ; that it had broken down, and that much 
of it had been discharged in the abundant fiow from the uterine 
canal during the preceding months, but that a number of slowly 
decomposing, compact masses remained. 

While it is conceivable that ordinary epithelium from the 
uterine cavity might undergo fatty degeneration, it is not eaf^y 
to account for the retention of large quantities of the material 
resulting from the process, while the os was patulous. 

There was no disease of the tubes. Both ovaries were small, 
the right somewhat calcified. The uterus and its appendages 
were closely adherent to intestine behind. 

Db. Penrose. — If this is a uterine dermoid it is almost a 
unique condition. I know of but one reported dermoid tumor 
of the uterine wall. 

Db. Shoemaker. — I should like to ask Dr. Penrose what 
origin he thinks these masses might have other than dermoid. 

Dr. Penrose. — I think that perhaps this is a dermoid. 

Db. Shoemaker. — These masses were removed from the ute- 
rus after hysterectomy, and not from the vagina after curetting. 

Db. C. p. Noble presented a number of specimens represent- 
ing three groups of cases. One is a group of extraterine preg- 
nancies, the second of fibroids, and the third represents various 
conditions. I have four specimens of 
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EXTEAUTEBINE PREGNANCY. 

The tirst case is of special interest. I learned that the woman 
had been under the care of a midwife, who had endeavored to 
induce abortion. She had infected the uterus, and there was a 
large abscess in the pelvis in addition to the ruptured tubal preg- 
nancy. I operated on the patient when m extremis; she died 
the same day. The abortion was supposed to have been pro- 
duced by the midwife, and the woman came to me because she 
thought she was ill from having abortion produced. 

The second case of extrauterine pregnancy was operated on 
the S4th of April of last year. This is of interest because of 
the advocacy just now of operating upon these cases by vaginal 
hysterectomy. This particular patient will be delivered of a 
child in a very few weeks, as I saw her some months ago when 
well advanced in pregnancy. In that case the other ovary and 
tube were entirely healthy and I did not remove them. 

The next specimen of extrauterine pregnancy presents no- 
thing of special interest. 

The fourth one belongs to a group of cases in which there 
are a multitude of lesions. This particular patient had an 
unruptured tubal pregnancy, an ovarian cyst, and a multinodu- 
lar fibroid which had five nodules. After a hysterectomy she 
made a perfect recovery. 

There are 

TEN SPECIMENS OF FIBROIDS, 

which were taken just as they came. They possess some points 
of clinical interest. In the first place, from the standpoint of 
the percentage of cases in which the uterine appendages are 
seriously involved. It is generally stated by operators that a 
very large percentage of fibroids are complicated by diseased 
uterine appendages. That has not been my experience. In 
this group of ten cases there were only three cases in which 
the uterine appendages were diseased ; two had hydrosalpinx 
and one had pus tubes. This would about represent my entire 
experience. So far as I have been able to observe, the percent- 
age of markedly diseased tubes with fibroids is not very high. 
In the cases of fibroids with pus tubes the fibroids were small 
and represented minor points of disease. In the cases, as a 
rule, the appendages were either healthy or merely bound down 
by ii few stringy adhesions. These fibroid patients all made 
good recoveries, which is also characteristic of the work in 
fibroids which I have seen. My patients having fibroids have 
made the best recoveries of any class of cases, except simple 
ovariectomies for healthy ovarian tumors, which latter make 
an insignificant portion of one's work. 

One case of fibroid tumor was operated on when in extremis. 
She is a very beautiful case from which to preach a sermon on 
the l)ad policy of not removing fibroids because they are giving 
00 symptoms. This patient had been under good care some 
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five jeare before with a good-sized fibroid, and had been advised 
against operation because she had little or no symptoms. Very 
shortly after she passed out from the care of the gentleman 
who gave this advice she began to have symptoms, and for five 
years bad been a very great invalid, and when she came under 
my care was a broken-down woman with marked sepsis. For 
many months she had been in bed most of the time. Dr. Nor- 
rJB will remember the operation and will remember the great 
mechanica! difficulties and also the condition of patient. She 
had a large, eoft fibroid with a nodule about as large as a cocoa- 
nnt, whicli opened up the right broad ligament and which was 
supposed to be sarcomatous. It was undoubtedly necrotic, and 
necrotic tissue was coming away through the cervical canal into 
the vagina. Microscopical examination shows that it is either a 
necrotic fibroid or a sarcoma — the pathologist not committing 
himself. In this particular case the operation was about as 
ugly as it is possible for a fibroid operation to be, owing to 
necrosis and inflammatory changes in the entire right side of 
pelvis, which was densely infiltrated. All this bad health, the 
very grave operation, and the likelihood of death from second- 
ary sarcoma is to be attributed to the delay in removing the 
tamor when it was first discovered. 

Some of the other cases are of special interest. In the first 
place, from the standpoint of recent methods of treatment, more 
especially with reference to drainage. The first patient had a 
large, suppurating '^^ -i 

iNTRA^LIGAMENTOUS OVARIAN TDMOB. 

She had been septic for two months and was very much pros- 
trated at the time of operation. The tumor contained one gallon 
of pus. There was a pus tube on the opposite side. When it was 
removed there was such a large bleeding surface left in pelvis 
that it was necessary to do a hysterectomy. She died of acute 
sepsis in thirty six hours. If I saw such a case again I would 
drain throngh the vagina, and operate later on when the patient 
had recovered from her septic and prostrated condition. 

I will present another case in which drainage might have 
given a l)etter result than removal. The case was that of an 
ovarian abscess of one side and a pus tube on the other. The 
patient had been in bed about eleven weeks, with a temperature 
fluctuating from 101° to 103°. At time of operation she was 
much pro&trated, and died of septic peritonitis two days later. 
If that case liad been drained through the vagina she would have 
had a better chance to recover from her septic condition, and 
later for a cure by radical operation. 

The value of the principle of drainage in these desperately 
bad cases— bad from their general rather than from their local 
condition— I wish to bring forward as illustrated by these 
Bpecimens. 
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The next specimen is (me of 

TUBEBOULAB PTOSALPINX, 

to which your attention has been called recently. My own ex- 
perience is that I do not meet with a lai^e percentage of tuber- 
cular appendages — not over two per cent — m my work. For a 
year and a half every tube which was removed was examined, 
and in all that time we found only one tubercular case, which 
was a large ovarian tumor with a large abscess in pelvis. There 
was not a single case of tubercular pus tube in that time, the 
cases running above one hundred. This particular patient was 
interesting clinically, not only from the tubercular condition, 
but because she developed double pneumonia, and in spite of 
that she made a good recovery. 

The next specimen to which I wish to call attention is one of 

OVARIAN PAPILLOMATOUS OYST, 

which was removed after its pedicle had become twisted. It 
was a typical illustration of a twisted pedicle operation, also 
typical in my experience in that recovery followed. All of 
tliese cases in my experience get well, although they are pretty 
sick at the time operation is done. 

The next specimen is one of my early operations. It is a very 
pretty specimen of an ovarian tumor on one side and parovarian 
tunior on the other. A point to which I wish to call attention 
is tixe kidney condition. This patient had chronic interstitial 
nephritis, and, although the operation was completed in fifteen 
minutes (some years ago we did not spend much time in sewing 
up tbe abdominal wound, thereby very greatly limiting time of 
operation) and the patient went to bed in good condition, she 
developed acute nephritis and died of it. The early cases that 
I saw of acute nephritis following operations all died, and I 
believe it was because they were not treated actively. All the 
<;ases I have had for several years have recovered. I think the 
prof^nosis in this class of cases is verv much better than we have 
been inclined to believe, especially if treated actively by purga- 
tion {particularly with calomel), if free sweating is induced, and 
the ingestion of large amounts of water is enforced by the 
atoniach, by the rectum, or by transfusion if necessary. 

I make the specimen the text for calling attention to my faith 
in the efficacy of active treatment of acute nephritis following 
operations. Since I have felt this way about it the patients 
bave all recovered ; when I was sceptical they all died. 

Tlie last specimen is a very rare one. It is a specimen of 

TWO OVARIAN TUMORS GROWING FROM ONE OVARY, 

a third ovarian tumor growing from the opposite ovarv, and a 
large fibroid of the uterus. The cysts contained gelatinoid myxo- 
matous material. The large cyst had ruptured and its contents 
— ^thirfcy two quarts — were free in the peritoneal cavity. 
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Meeting of April 16th, 1896, 
B. C. Hirst, M.D., in the Chair. 

Dr. B. C. Hirst read a paper on 

BACTERIOLOGY OF THE VAGINA. 

A bacteriological study is at present being made in the 
University Maternity of the vaginal secretions of our pregnant 
women. I undertook to abstract for the bacteriologist the 
recent German literature on the subject. The study was so 
interesting, the results already obtained seemed to me so impor- 
tant, that I venture to present to the Section this brief paper 
embodying the important discoveries recently made, though 
we are not yet prepared to report our original work. I am 
further emboldened to present this mere compilation by the 
fact that the literature of the subject is almost exclusively 
German and is not therefore available for the English reader. 

The eflfective study of the bacteriology of the vaginal secre- 
tions dates from Doderlein's monograph published in 1892.* 
Before this time the presence of bacilli in vaginal secretions 
had been noted by Hausmann, Gonner, Bumm, Winter, and 
Steffeck. Gonner in 1887 found in vaginal secretions many 
varieties of micro-organisms, mainly, however, bacilli which 
were extremely difficult to cultivate in the ordinary culture 
media. The cocci in the secretions, many of which could be 
cultivated with ease, were found to be non-pathogenic. 

Gonner concluded that the vaginal secretions contain no 
pathogenic bacteria. 

Bumm also failed to find pathogenic germs in the vagina. 

Wititer believed that pathogenic germs were present in the 
vagina in a state of lessened or absent virulence. 

Doderlein .examined the vaginal secretions of one hundred and 
ninety -five pregnant women. In these examinations notice was 
talcen of the macroscopical appearance and of the reaction of the 
secretions, and as the result of this preliminary examination the 
secretions were declared to be normal or abnormal. In the two 

' " Das Scheidensekret und seine Bedeutung fur das Puerperalfieber. * 
Albert Doderlein, Leipzig, 1892. 
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conditions the bacteriological find was quite dijBFerent. In the 
normal secretion, which was of whitish color, of the consistence 
of curdled milk, unmixed with mucus, consisting of epithelial 
cells and mucous bodies, moistened by an exudate of lymph 
from the vaginal mucous membrane, and of an intensely acid 
reaction, there was found almost exclusively a certain kind of 
bacillus possessed of distinctive and characteristic qualities, 
No pathogenic germ was ever found by Doderlein in nornial 
vaginal secretions, except a thrush fungus which is capable to 
a very limited extent of producing suppuration and destruction 
of tifisne when injected under the skin or into the eye of an 
animal In the pathologic, abnormal secretion, which was 
yellowish or greenish in color, of the consistence of cream, 
weakly acid or alkaUne in reaction, mixed with mucus, con- 
taining often bubbles of gas, and secreted usually in very 
large quantities, the greatest variety of cocci and bacilli could 
be found. 

Of his one hundred and ninety-five pregnant women Doder- 
lein found that 55.3 had normal, 44.6 had pathological secre- 
tions. 

Although a number of observers had found bacilli in the 
vaginal secretions before Doderlein, no one had so carefully 
studied their characteristics, functions, and cultivation, so that 
they are properly called the vaginal bacilli of Doderlein. They 
are, according to him, anaerobic. They have no motion. They 
produce by their life process an acid medium by forming lactic 
acid. They are frequently associated with an yeast fungiis 
(thirty- six per cent, in normal secretions only) which Doderlein 
believes to be identical with the thrush fungus, monilia Can- 
dida Bonorden, 

The vaginal bacilli are antagonistic to staphylococci, wliich 
they have the power to destroy within certain limits. This was 
shown by several experiments, among others by infecting the 
vagina of a virgin with staphylococcus cultures in large quan- 
tities. Within four days the staphylococci had disappeared and 
n<3 bacteria remained within the vagina except the vaginal 
bacillus. 

Doderlein attributes the germicidal action of the normal va- 
ginal secretion to the production of an acid environment by the 
vaginal bacillus. He supports this view by the following facts ; 

1. That all pathological secretions swarming with saprophytes 
and with many pathogenic germs are weakly acid or alkaline. 
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3. That in a puerpera the vagmal bacillus disappears and in 
its place are found many kinds of saprophytes, the lochial dis- 
charge being alkaline. 

3. That when the lochia cease the saprophytes disappear, the 
vaginal bacillus reappears, and the vaginal secretion becomes 
again intensely acid. 

In only eight out of the one hundred and ninety-five cases 
examined were streptococci found, and in only five of these 
cases waa it possible to demonstrate by inoculation experiments 
that the streptococci were virulent. In two cases the strepto- 
coccua possessed no virulence at all. 

These discoveries of Doderlein have not been imiversally ac- 
cepted. His views have not gone unchallenged, and further 
interesting properties of the vaginal secretions have been pointed 
out by others ; but we may safely acknowledge Doderlein^s con- 
clusions to be correct in the main as far as they go, and that 
his discoveries constitute the most important advance in the 
knowledge of this subject made by a single individual. 

Following this study and stimulated by it have appeared a 
number of exhaustive investigations, the most important con- 
elusions of which I have set down in a rather haphazard fashion 
in the following pages. 

In examinations conducted by Burgubru, Williams, Stroga- 
noff, and Burkhardt in twelve, fifteen, nine, and sixteen cases 
respectively, streptococci were found in one, three, two, and 
five. Or, taking the sum total of all these cases with Doder- 
lein's, streptococci were found twenty-seven times in five hun- 
dred and forty-two women examined, showing that in only a 
Small proportion of cases are dangerous pathogenic germs to be 
found in the vaginal secretions of pregnant women. And ac- 
cepting Doderlein^s results as correct, along with those of Win- 
ter, even in this small number of cases in which streptococci 
may be found a considerable proportion of the streptococci 
were n on -virulent. 

Kroiiig ' in about two hundred examinations found that 
the vagina in pregnant women, aside from the gonococcus and 
the thrush fungus, contained no pathogenic micro-organisms* 
The stroptococcus was not found by him in a single case. 
Adding these examinations to the former series, the proportion 
of cases in which the streptococcus may be found is still further 
reduced. Moreover, Kronig inoculated the vagina with pure 
cultures of streptococcus, staphylococcus, and bacillus pyocya- 
^ Deutsche Med. Wochenschrift, 1894, October 24th, p. 819. 
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tieus, and found that none of these micro-organisms could be 
discovered after eleven to twenty hours. 

Xronig attributes the germicidal properties of the vagina, 
which are demonstrated by these observations, to the flow out- 
ward of the vaginal secretions, and not to any special microbe 
having its normal habitat in the vagina. According to this 
observer, acid, neutral, and alkaline secretions all have ger- 
micidal power. Further, Kronig found that if, an hour after 
the infection of the vagina, an antiseptic douche of lysol were 
administered, not only were the infecting micro-organisms not 
destroyed by the douche, but also that it took the vaginal secre* 
tions nineteen to thirty-six hours to destroy microbes that with- 
out the douche would disappear in eleven to twenty hours. 

These results were confirmed by Menge* in a study of the 
germicidal power of vaginal secretions in non-pregnant women, 
excepit that Menge rarely did find streptococci in the vagina. 
From a number of observations and experiments this observer 
forms the following conclusions as to the causes of the germi- 
cidal power of vaginal secretions, putting them down in the 
order, as he believes, of their importance: 

The antagonism of the normal microbic flora of the vagina 
to the micro-organisms which may be deposited in the vagina 
by accident. 

The products of the life process of the vaginal bacilli. 

The acidity of the secretions. 

The germicidal powers of the anatomical elements of the 
vagina. 

The leucocytosis which is provoked by the chemotaxic action 
either of the vaginal discharges or of the infecting micro- 
organisms deposited there. 

The phagocytosis following leucocytosis, and the absence 
of free oxygen in the vagina. 

Walthard^ has recently contributed valuable information 
from the bacteriological study of the vagina in one hundred 
women ante et post partum. 

According to Walthard, the genital canal of women is 
divided practically into two parts, one infected, the other ste- 
rile- The former comprises the vestibule, the vagina, and the 
lower portion of the cervical canal ; the latter the upper portion 
of the cervical canal, the uterine cavity, and the tubal canals, 

^ Archiv fur Gyn^kologie, vol. xlyiii., p. 201. 

•Deutsche Med. Wochenschrift, 1894, October 24th, p. 819. 
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The causes of this division of the canals, according to Wal* 
thard, are: 

1. The plug of mucus stopping up the cervical canal, which, 
though not in itself germicidal, is poor in albuminoids and 
furnishes no nutriment for micro-organisms. 

2. The leucocytes which are found in great niunbers where 
the cervical secretion mixes with the vaginal secretion at the 
level of the external os. 

According to this observer there are really three divisions of 
the genital canal: one, the lower, containing leucocytes and 
bacteria; the next containing only leucocytes; and the third, 
the upper, containing neither leucocytes nor bacteria. 

It is supposed that the outpour of leucocytes is due to a che- 
motaxic action exerted by the mixture of cervical and vaginal 
discharges, and that the phagocytosis follows naturally the 
leucocytosis. 

In the vaginal discharges Walthard found both during preg- 
nancy and after delivery pathogenic microbes — streptococci, 
staphylococci, gonococci, and the colon bacilli. The first- 
named were found in twenty-seven out of the one hundred 
women examined, but these streptococci had lost all virulence 
and had become veritable saprophytes. Inoculation experi- 
ments with them produced no results — that is, if they were in- 
serted in normal tissues; but if a certain region of the animaFs 
body was reduced in vitality, or if the condition of the animal's 
system was lowered in any way, the inoculation of these strep- 
tococci produced abscesses in which the micro-organisms rapid- 
ly regained all their original virulence until they became quite 
as deadly as the most dangerous of their kind. From his ex- 
periments and observations Walthard draws the following con- 
clusions: 

The virulence of the vaginal streptococci of a pregnant 
woman not examined for some time is equal to that of the strep- 
tococci that live upon other mucous membranes or in their 
secretions. In other words, the vaginal streptococci are not 
virulent and behave as saprophytes upon healthy tissues ; but, 
as in the case of the intestinal streptococci, the vaginal strepto- 
cocci can become infectious when the resistance of the tissues 
with which they are in contact is diminished. The virulence 
that the vaginal streptococci attain under these circumstances 
is quite equal to that of the streptococci of puerperal infection. 

StroganoflE,* from an examination of eleven pregnant women, 

^ Monatschr. f. Geb. u. Gyn., Bd. ii., p. 381. A complete bibliography 
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supports Doderlein's assertion that the vaginal bacillus pro- 
duces by its development lactic acid, and shows that while the 
vaginal secretions of the new-bom are very weakly acid, they 
become more and more acid as bacteria develop in the vagina. 
He quotes experiments of Schlutter showing that an acid medi- 
um retards the growth of the staphylococcus and is destructive 
to the streptococcus of erysipelas. He further shows by ex- >^*> 

peritnents with culture media that the vaginal bacillus pro- -^ 

duces not only an acid medium, but also other products by its 
life processes that retard or prevent the growth of the staphy- 
lococci. 

In these experiments the vaginal bacillus was cultivated and 
the culture then raised to a high temperature, so that the bacilli 
were destroyed. The culture was then inoculated with the 
staphylococcus pyogenes albus with negative result. If the • 
culture, in addition to being treated as described, was made 
alkaline, the staphylococci grew, but not so vigorously as upon 
the same culture medium in which the vaginal bacillus had not 
been grown. 

Stroganoff explains the sterility of the upper cervical canal 
and of the uterine cavity in all women, non-pregnant, preg- 
nant, and puerperal, by the active germicidal properties that 
he believes are possessed by the cervical mucus, by the mechan- 
ical action of the flow of menstrual blood, by the same action 
of the descending placenta and membranes during labor, and by 
the outflow of the lochial discharge after labor. Perhaps there 
should be added the germicidal effect of blood itself, which 
property it has been recently demonstrated that blood possesses 
to a certain extent. 

Stroganoff announces the following conclusions from his 
study : One finds in the vagina of pregnant women always a 
quantity of micro-organisms. The prominent form in normal 
cases is the bacillus, but there are in addition usually other 
forms present. Micro-organisms which liquefy gelatin are met 
with comparatively seldom in normal cases, and then only in 
small numbers. A pathological condition of the vaginal mucous 
membrane alters the normal flora. The vaginal secretion of 
pregnant women is strongly acid in reaction. In addition to 
micro-organisms one sees usually under the microscope epithe- 
lial cells and isolated white blood corpuscles. The cervix con* 

of the subject up to 1895, by Doderlein, is appended to Stroganoff's 
article. 
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taina normally, in the majority of cases,, no micro-organisms. 
When they are present in that situation their number is small* 
The reaction of the cervical secretion is alkaline. In not a single 
case were there organisms in the cervix which liquefied gdatin. 
The external os is usually the boundary between that portion of 
the genital canal that contains micro-organisms and that por- 
tion which does not. 

Yahle ' finds that for the first twenty-four hours the vaginal 
secretions of new-born infants are sterile. By the third day 
they always contain micro-organisms, and in a considerabl& 
proportion of cases the staphylococci pyogenes albus and aureus 
and a streptococcus. 

Stroganoff finds that within a few hours of birth the vagina 
becomes infected, and that in a certain proportion of cases the 
iaoculation occurs in utero or during the passage of the child's 
body through the vagina. This is most likely to occur in breech 
presentations. A great variety of micro-organisms may be 
found in the vagina of the newly-born, including streptococci,, 
diplococci, staphylococci, etc. 

From this mass of facts, set down without any special order^ 
the practical physician may draw the following conclusions, I 
think, to guide him in his work : The vagina becomes infected 
almost immediately after birth. In a normal condition it con- 
tains no pathogenic bacteria. It has strong germicidal powers 
which serve to guard a woman against infection. These powers 
depend, as far as our present knowledge goes, upon the presence 
of a special bacillus and upon the products of its life processes; 
upon the loucocytosis due to chemotaxic action ; upon phagocy- 
tosis ; upon the germicidal powers, perhaps, of the anatomical 
elements of the vagin^,, of the cervical mucus, and of the bloody 
discharge during menstruation and the puerperium. 

During and after labor mechanical safeguards of the most 
effective kind are furnished against infection. These are the 
discharge of the liquor amnii, washing out the vagina ; the 
passage of the child's body ; the descent of the placenta and 
membranes, and the bloody discharge which follows. 

Moreover, should the vagina exceptionally contain pathogenic 
bacteria, they are likely to be in a condition of diminished or 
absent virulence, in which condition they will not be productive 
of disease unless the tissues with which they come in contact 
are reduced in vitality. 

^ Zeitschr. f. Geb. u. Gyn., Bd. xxxii., H. 3, v. 
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Bearing these facts in mind, it would seem that the common 
practice of relying upon vaginal douching for disinfecting the 
vagina before labor, or before some gynecological maneuvre 
or operation, is faulty, not to say foolish. It has been clearly 
demonstrated that the injection of an antiseptic fluid into the 
vagina will not destroy pathogenic germs there, and will, more- 
over, rob the woman to a certain extent of the safeguards 
against infection that Nature provides for her. If, therefore, 
under certain circumstances, it is desirable to disinfect the 
vagina, mere douching should not be depended upon, but the 
vaginal mucous membrane should be thoroughly scrubbed out 
as well as douched, just as one would prepare the skin for an 
important surgical operation. This rule applies as well to 
obstetrical as to gynecological work. It has long been my 
practice in the former not to use objective antisepsis unless I 
see good reason for it in macroscopic evidence of a pathological 
condition of the vagina, but to confine my efforts to subjective 
antisepsis — that is, to the most thorough cleanliness of my 
hands, of my implements, and of the hands of the attendants 
who come in contact with the patient. When, in consequence 
of some diseased condition in the vagina, it is considered advis- 
able to disinfect the lower genital canal, one should proceed 
just as though he were about to undertake some serious gyne- 
cological operation. That is, he should scrub out the vagina 
with tincture of green soap, hot water, and pledgets of cotton, 
before using a douche. He should not depend, as so many 
general practitioners do, simply upon an antiseptic vaginal 
injection. 

Dr. Hirst also reported 

THREE CASES OF PUERPERAL TETANUS. 

In the past three weeks I have encountered the most distress- 
ing expenence that has ever befallen me in my hospital work. 
In that brief space of time I have seen three fatal cases of 
puerperal tetanus in the University Maternity. On a rigid in- 
vestigation of the causes of this dreadful epidemic, every item 
in the aseptic technique seemed, beyond criticism except one. 
The hands of attendants are cleaned by tincture of green soap, 
alcohol, and bichloride solutions — a fifteen-minute process. All 
dressings, etc., that come in contact with the patient are ster- 
ilized in a steam chamber under pressure at 240° F. Each 
woman has a room to herself, well ventilated and isolated form 
the rest of the hospital. The external genitalia are scrubbed 
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with tincture of green soap and water when labor begins. The 
only weak point in our system that I could discover was the 
fact that the water used for washing and douching the patients 
is riot boiled or filtered. The head nurse had trusted to chemi- 
cal disinfectants — bichloride of mercury and creolin— to purify 
it. At the suggestion of Dr. H. C. Wood the water from the 
tap is being investigated by his son, Dr. George Wood. The 
inoculation experiments so far tend to confirm our suspicion. 
The ultimate results, with full studies of the cases — clinically, 
pathologically, bacteriologically — will be published by Dr. 
Wood. 

In addition to the three cases in the Maternity, I know my- 
self of three others tliat occurred in Philadelphia after confine- 
ment and gynecological operation during the same time. As 
the usual number of tetanus cases in this city a year is about 
thirty -five to forty, six in three weeks, even if there were no 
more, is almost treble the average, showing the probability of a 
cause at work throughout the city. It was a time when the 
water was more than usually turbid owing to freshets in the 
Schuylkill Vallej^. The important lesson to be learned from 
this experience is that the water used to douche and wash 
puerperae should be boiled, at least, if not filtered or distilled. 
Even bichloride of mercury will not surely kill tetanus germs 
during the length of time that a douche is allowed to stand be- 
fore being administered. Since we have received our sharp 
lesson a complete plant for the filtration and sterilization of 
water (Sprague- Schuyler) has been installed. 

CONVULSIONS FROM INTESTINAL TOXEMIA IN THE 
PUERPERIUM. 

I was called in consultation by my friend Dr Walter Pen- 
nock to see a young woman delivered a week before. I found 
that she had just had two violent convulsions. She was coma- 
tose, her face was swollen, her pulse so rapid and feeble that it 
could not well be counted, her temperature was elevated. I 
concluded naturally that the case was one of kidney failure. 
On drawing the water, however, and boihng it in a spoon over 
a gas flame, there was no albumin. The quantity of urine in 
the bladder was not large, so that there was no vesical disten- 
sion. A careful vaginal examination showed every organ in 
the pelvis to be normal. Believing the bowels to be at fault, 
and learning that there had been no movement for two days, a 
concentrated solution of Epsom salts was ordered, in two-drachm 
doses repeated every half -hour. After six or eight doses there 
were a half-dozen profuse, watery evacuations, and then an 
enormous solid movement, filling the bedpan with material 
that had been lodged somewhere along the intestinal tract. 
Immediate improvement followed, and the patient has been at 
no time since seriously ill, though her convalescence is pro- 
tracted and her strength returns slowly. At no time in the 
whole history of the case has there been a single symptom 
pointing to infection of the genital tract. 
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HEMATOMA OF THE VULVA. 

1 do not know of a good illustration of a large hematoma 
of the vulva after labor. The colored plate presented here* 
with shows the condition perfectly. The labor was obstructed 
by a slight contraction of the pelvis and an overgrown child. 
After futile attempts to engage the head with axis-traction 
forcapSj version was successfully performed. The hematoma 
appeared shortly afterward. The woman made an afebrile 
convalescence, the hematoma being entirely absorbed in spite 
of its large size. 

PSEUDOCYESIS. 



I have seen many remarkable examples 
nancy and have witnessed 

^ many ludicrous mistakes 

^ in the diaraosis of preg- 

f nancy in tnese cases, but 

I do not remember even 
seeing a non-pregnant wo- 

>^ man whose appearance so 

I fitrongl}' suggested preg- 

t nancy at term as did that 

of the individual whose 
photograph I present here- 
with. Even under chloro- 
form the abdominal dis- 
tension was unaltered and 
it was extremely difiBcult 
to practise bimanual ex- 

[ am in ati on - By a little per- 

sistence and steady pres- 
axire it was soon apparent, 
however, that the womb 
was not pregnant, was of 
normal size, freely mov- 
sM&y in good position. The 
woman had had an at- 
tack of peritonitis eight 
months before, and ever 
since had steadily increas- 
ed in size. Her abdomi- 
nal distension was due sole- 
ly to tympany. She had 
been admitted to the ob- 
stetrical wards of the Phil- 
adelphia Hospital as eight 
months pregnant, after a 
physical examination by 
a physician. It might be 
thought that all difficulty 
in the diagnosis should 
have disappeared on ob- PsiMni..i'v<^His 
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taining by percussion a resonant note all over the lower abdo- 
men, but I have seen a case in which the pregnant womb at 
term was completely masked by overlapping, distended intes- 
tines. This woman was discharged from a maternity hospital 
on the ground that she was not pregnant. She was deUyered 
a few days later under my care. 

Dr. Richard C. Norris. — I have been especially interested 
in the paper on ^* Bacteriology of the Vagina'^ read by Dr. 
Hirst. I have followed in my reading some of this work done 
abroad as well as that which has been done in this country, 
and it has made me very anxious, working as I do in obstetrics, 
as to whether my own course of action with the ante-partum 
and post-partum douche was in keeping with the advance of the 
times. 

On the one hand there seems to be, even among the bacteri- 
ologists, some slight diflference of opinion as to the character, 
the variety, and the virulence of the micro-organisms found in 
the vagina ; and on the other hand there are records in some 
institutions in this country and abroad where vaginal douches 
have been relied upon with good results. In the work at 
Preston Retreat, which of course comes nearest to me, I find 
that since the institution by Dr. Goodell of the ante-partum and 

!)ost-partum antiseptic vaginal douche, that plan has been f ol- 
owed out uninterruptedly and there has been a series of almost 
two thousand cases without a death from sepsis ; and I can 
speak for my own past two years^ experience in favor of this 
method with no death from sepsis and with a morbidity of 8.2 
per cent, which I am aware is not quite as good as has been 
obtained by some of those working abroad who have omitted 
' the vaginal douches. Nevertheless my own results have been 
so satisfactory that I am fearful of making a change. 

If the natural secretions are relied upon to flush out the mu- 
cous membrane of the vagina and to wash away micro-organ- 
isms, surely a clean vaginal douche will do the same thing and 
will do it more eflSciently. Again, if we are to encounter 
micro-organisms once in a while, no case will take us unawares 
if we have every case washed in a cleanly way with water 
sterilized by boiHng (which is the custom in my own hospital) 
and to which a properly prepared antiseptic has been aaded. 
We should not overlook the mechanical effect of the douche. 
I have been using tartaric acid in combination with bichloride 
of mercury, which combination is supposed to have a less in- 
jurious effect upon the tissues than ordinary bichloride solution, 
and which renders the bichloride more efficient by preventing 
the formation of an insoluble albuminate of mercury. Up to 
the present time my clinical experience overcomes my anx- 
iety of not doing my whole duty in this matter of a single 
clean ante-partum and post-partum douche. I have no doubt if 
I should meet with a death from sepsis* I would think of the 
vaginal douche as the probable cause and then perhaps would 
discontinue it. This question is one of the greatest importance 
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to all of US. It is interesting both from the bacteriological and 
clinical side, and the closer we study this question the better it 
YTill be for practical obstetrics. 1 think the internal scrubbing- 
and excessive manipulation are to be avoided. The time will 
doubtless come when obstetricians will do away with the med- 
dlesome antiseptic methods which in the past have been em- 
ployed. Some of the methods have been too elaborate, and 
Serhaps have been carried out with so many details that the 
angers of infection have thereby been increased. As pointed 
out in the paper to-night,, one of these observers has found the 
entrance to the vagina the region where micro-organisms are 
most likely to be found, therefore special attention should be 
paid to this region. This I direct to be done in my own work. 
The external genitals and introitus are thoroughly scrubbed 
-with soap and water and bichloride solution ; the vaginal canal 
receives only a careful and copious irrigation. I shall hold on 
to douching until my experience shows that it does harm. In 
private practice, unless the nurse is well known to me, I omit 
all douches in normal cases. 

The case of pseudocyesis is also of interest; I have met with 
one case in the past two years ; the patient came into the hos- 
pital and was a resident there about two weeks when my atten- 
tion was called to her. I made a careful examination and 
found the uterus not enlarged, and convinced the woman that 
she was not pregnant. She was then discharged. 

I have also seen one case of hematoma of the vulva, but not 
so extensive as the one which has been illustrated and described 
to-night. It came on following a forceps operation and disap- 
peared without any special treatment. 

The case of intestinal toxemia is of especial interest to me, 
because I had one patient who developed a temperature on the 
third or fourth day following labor. A careful examination of 
the woman found nothing to account for it. She was an in- 
mate of the hospital some two weeks prior to delivery and had 
regular bowel movements ; a stool occurred the second day 
after labor. I was led, however, to make a vaginal examina- 
tion in following out the study of her case, and was very much 
surprised to find a fecal mass impacted high in the rectum that 
required vigorous application of purgative medicine and the 
spoon to finally completely evacuate the woman^s bowels. 
After she had passed enormous quantities of very offensive 
fecal matter her temperature fell to normal. Such cases should 
make us bear in mind that impaction of feces may occur in a 

S regnant woman and remain with her several days after her 
elivery, even though her bowels have moved regularly prior 
to labor. 

Dr. R. H. Hamill. — I think Dr. Hirst deserves a vote of 
thanks for bringing the subject of his first paper before us. I 
am very much of tne opinion he expresses m regard to douch- 
ing. In the Maternity Hospital I have not been m the habit of 
usmg any douches whatever. I simply treat the vagina by 
making it aseptic by means of scrubbing, etc., as he suggests, 
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arid then do away entirely with the douching. I was not led 
to do this for the reasons suggested in the doctor^s paper, but 
from the fact that we had an epidemic of ophthalmia which 
wa8 supposed might be due to ante-partum injections of bichlo- 
ride» and for that reason I stopped them, and I found that the 
morbidity was as low as when they were used in all cases, and 
now for the past two years I have not used douches, either ante- 
or pot^t-partum. I am speaking of normal cases. 

In relation to the case of intestinal toxemia, the doctor had 
spoken to me on a previous occasion of this case, and, curiously 
enough, very shortly afterward my attention was called to a case 
exactly similar to his, except that it followed an operative pro- 
cedure and was in a male. This man had, as I remember, two 
or three very violent convulsions, and they were caused en- 
tirely by the stoppage of the bowels. I think we have all seen 
more or less disturbance from this condition. I can recall dis- 
tinctly a number of cases after operation where I have had a 
rise of temperature, and this has continued imtil I have been 
al>le to get the bowels freely opened. 

Dr, David Longaker. — I had the misfortune of not hearing 
the paper and I know very little of the subject from a bacte- 
riological standpoint. My knowledge of the bacteriology of 
the vagina is largely clinical, and my practice with regard to 
douching may appear at first sight a little contradictory, and 
yet the results. of my plan are very satisfactory. 

In the first place, tne plan followed with simple cases of 
labor -that is, normal cases — the method of antisepsis is purely 
subjective, scrubbing of the hands and cleansing of thighs and 
external genitalia and the use of sublimate solution. In ope- 
rativt.^ cases — and that is where the contradictory statement 
appears to come in — there I practise a very thorough objective 
method of antisepsis, including in this plan the scrubbing of 
the external genitalia and the scrubbing of the vagina, with 
c<:>pitnis douches. During the last two years this plan has been 
followed, and I have done quite a large number of operations 
with i>ractically no morbidity. There have been in round num- 
bers, I should think, some fifteen versions and some thirty-five 
forceps operations. The normal cases of labor are examined 

Eer vaginam just as little as possible, and there also is no mor- 
[dity, Neither ante- nor post-partum douches are used. 
Dr. R. H. Hamill. — I would like to ask Dr. Hirst, in rela- 
tion to his cases of tetanus, as to whether or not antitoxin was 
employed in connection with the treatment. 

Dr, G M. Boyd. — I have enjoyed Dr. Hirst's paper very 
much. While I must say I have made no bacteriological 
research, yet I enjoyed the contribution from the clinical stand- 
point. It does not seem to me that we differ very greatly in 
4nir ideas regarding douching. One recommends cleansing 
the liirth canal by scrubbing freely with soap and water, and 
another speaks of douching. I think we cannot say that one 
ie better than the other. It seems to me we all a^ree on the 
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point that if the birth canal is infected it remains to make it as 
clean as possible for delivery, and if we have any evidence of 
infection to carry outpost-partum douching. I do not think we 
lay enough stress upon the fact that very many of our mild 
forms of infection are wound infection — infection in the lower 
part of the canal this side of the cervix. Carrying a douche 
into the uterus in these cases is useless. 

It is our custom at the Lying-in Charity to give all patients 
an ante-partum bichloride douche, and, where operative interfer- 
ence is essential, to add a careful scrubbing with soap and water, 
with free irrigation, especially of the introitus and lower por- 
tion of birth canal. We have carried out the ante-partum 
douche as a prophylaxis against epidemics of ophthalmia which 
will develop in every maternity at times, and I feel that 
for this purpose alone it is wisdom to indorse the ante-partum 
douche. Unless we can feel sure we have a healthy canal and 
a clean one, it seems to me it should be used in every case. 

I have been interested in the report of spurious pregnancies. 
Upon more than one occasion a patient has presented herself 
for examination and admission and I have found on examina- 
tion forpregnancy no signs of it existing. 

Dr. Hirst.— In reply to Dr. HamilPs question I would say 
that I purposely omitted a description of the treatment of the 
cases of tetanus, because I expect Dr. Wood to publish a full 
report of the bacteriological study and clinical features of the 
cases. I will say, however, that we did not use the antitoxin 
against tetanus, although this was carefully considered. I had 
Dr. H. C. Wood in consultation to see all three cases. He 
offered to lend me some of the antitoxin prepared in this coun- 
try, but told me that he was sure that in one case in which he 
had seen the antitoxin used it had killed the patient. I tele- 
graphed to New York for Catani's preparation, which is said 
to be perfectly reliable and very effective, but I could not ob- 
tain any. It is manufactured, I believe, near Bologna, and 
could not have reached us in less than two or three weeks 
after receipt of cablegram, and when we received it our pa- 
tients would have been dead We contented ourselves with 
enormous doses of bromide and chloral, but had soon to drop 
the chloral because the patients^ hearts could not endure it. 
We gave the last case a drachm of potassium every hour, 
three ounces a day. We tried to cut down the dose, but con- 
vulsions reappeared immediately. We stimulated the heart 
as much as possible, and also gave some eserine hypodermati- 
cally. The tetanus was of the most virulent type. Curiously 
enough, the first case was mistaken for one of hysteria by a 
neurologist who saw it in consultation. This might seem to be 
an unaccountable mistake. To-day, however, I was consulted 
as an expert witness in a case on trial in cx>urt in which the 
same error was made in diagnosis, and I have since heard of two 
similar mistakes. 
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Dr. C. B. Penrose reported a case of 

EDEMATOUS FIBROID OF THE LABIUM. 

Tumors of the labia are of such unusual occurrence that I 
have thought the report of the following case would be of inte- 
rest to the Section. 

The patient was a white woman, 41 years of age, who had 
had two children, the last eight years ago. Six months after 
the birth of the last child a hard nodule appeared in the edge 
of the right labium. This gradually increased in size and 
dragged out the labium into a pedicle, so that when she came- 
under my observation she presented this pear-shaped, peduncu- 




lated tumor, which reached almost to the knee, a distance of 
ten inches from the vulva. The tumor was about the size of 
an adult's fist, surrounded by loose, wrinkled skin, and upon 
palpation gave the sensation which is characteristic of an 
edematous fibroid tumor. It was light pink in color. Three 
medium-sized veins could be seen traversing the pedicle, and 
one artery, about the size of the radial, could be felt pulsating 
in the centre of the pedicle. 

The tumor had caused no annoyance whatever, except from 
the fact that during every menstrual period it became much 
larger, increasing to twice its present size, so that the cutaneous 
covering became tense. This woman, restrained by false 
modesty, never sought medical advice for the relief of this con- 
dition until about two weeks before I saw her, when she con- 
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suited Dr. Greenleaf, of Wilmington, Delaware, who sent her 
immediately to me at the University Hospital. 

The growth was readily removed, it being necessary to ligate 
only the central artery. The accompanying illustration shows 
the appearance and position of this tumor when the woman was 
upon her back. 

I append a microscopical report made for me by Dr. Beyea: 
"Microscopical examination of a portion of tissue taken from 
the centre of this tumor shows it to be a soft and edematous 
fibroma undergoing myxomatous degeneration. It is richly 
supplied with blood vessels." 

Meeting of May 21st, 1896, 
B. C. Hirst, M.D., in the Chair, 
Dr. Robert H. Hamill reported 
A case of cesarean section and hysteromyomectomy 

FOR myofibroma COMPLICATING PREGNANCY; RECOVERY. 

L. M., aged 24, colored, was admitted to Howard Hospital 
January 24th, 1896; married; no previous children; no miscar- 
riages; menstruation began at 14 years of age, regular, fairly 
profuse, and lasting five days. Family history negative. She 
has always enjoyed good health until present trouble. About 
two years ago, and about a year before her marriage, first 
noticed a small, hard lump in abdomen, midway between the 
umbilicus and pubis, and about as large as a "horse chestnut.^' 
This never gave her any discomfort. She was married Decem- 
ber, 1894, and the following July (18th) menstruation ceased.- 
For the first three months she suffered from emesis to such an 
extent that she could retain but little in her stomach. Fetal 
movements were felt in November, very markedly and persist- 
ently on the left side. She had constant pain in the right side, 
lancinating in character. 

She came under my observation January 24th, 1896, then 
being in her sixth month of gestation. The following condition 
was noted: A well-nounshed woman, abdomen much distended 
and irregular in contour, as shown in photographs (p. 76). The 
uterus could be readily mapped out, occupying the left iliac re- 
gion and extending above the umbilicus. Fetal heart sounds 
were heard, also placental souffle. As gestation progressed, 
owing to the pressure of the tumor, the uterus was partly bent 
on itself. On the right side was a large tumor entirely filling 
the right iliac region and extending half -way between the um 
bilious and diaphragm, the upper half being soft, while the 
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lower portion was hard and slightly irregular. The entire mass 
was fairly movable. At this time the abdomen was slightly 
larger than a gravid uterus at term. Vaginal examination 
revealed a patulous os and a nodule the size of an orange in 
Douglas^ pouch. The remaining portion of the pelvis was filled 
by the uterus. The diagnosis was made of a uterine fibtoid with 
cystic degeneration complicating pregnancy. 





Fig. 1. FiQ. 2. 

Fig. 1 showing irregular contour of abdomen. ** 

Fig. 2 showing the distension of abdomen. 

Celiotomy March 13th, 1896, seven weeks before the end of 
gestation. The incision made was very long, extending from 
just below the lower margin of the liver to the pubis. The 
tumor was slightly adherent to abdominal parietes, with some 
dense adhesions to the lower margin of the liver, but these were 
very easily separated. After delivery of the tumor and uterua 
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an incision was made in the latter, about fifteen centimetres ia 
length, and a male child, which was presenting by the breech, 
was delivered. The line of the incision was directly over the 
site of the placenta. The cervix was tightly grasped by my 
assistant before making the uterine incision, and the contrac- 
tion of the uterus after delivery of the child was so rapid and 




Fig. 3.— Uterus and tumor. C, cervix; U, uterus with fibroid nodules; M, myofibroma. 

thorough that there was scarcely any loss of blood. I then 
removed the tumor and uterus at the junction of the lower 
uterine segment and cervix, dropping the stump and covering 
it with peritoneum. The weight of the entire mass was twelve 
pounds. The hemorrhage from the liver where the adhesions 
were separated was very profuse and exceedingly difficult to 
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control, which was done only by applications of MonsePs solu- 
tion and packing with gauze. The gauze was removed in 
thirty-six hours, and the abdominal wound closed by through- 
and-through interrupted sutures. The patient suffered tremen- 
dously from shock and was with diflBculty resuscitated. The 
child, which was at once placed in an incubator, did very well 
and is now vigorous. Its weight was three and a half pounds. 
The woman made an uninterrupted convalescence and left the 
hospital in five weeks, perfectly well and strong. One fact dur- 
ing the convalescence is unique, so far as I am able to dis- 
cover. Owing to the tremendous shock after the operation the 
woman did not secrete any milk whatever, but after a period 
of four weeks lactation began very vigorously, and since then 
she has been able to nourish her babe entirely. I know of 
several cases where lactation has been interrupted, for several 
weeks after its establishment, by some illness, and has then 
reappeared. 

The following microscopical notes were furnished me by Dr. 
Harry D. Beyea : ^' The specimen is the fibroid uterus which 
has been amputated at the internal os. together with a fibre- 
cystic tumor, the size of an adult's head, attached to the right I 

posterior surface of the body of the uterus by a broad pedicle. 
The uterus measures 16.5 by 13 by 11 centimetres in its various 
diameters. The uterine wall at the side of the Cesarean incision 
measures 5 centimetres in thickness. The sm*f ace of the uterus 
is smooth and normal, except where attached to the tumor 
and in relation with the right posterior surface at the junction 
of cervix and lower uterine segment, where there is a sub- 
peritoneal fibroid nodule the size of a lemon. On introducing 
the finger into the uterus a submucous fibroid tumor, also the 
size of a lemon, can be felt protruding into the uterine cavity 
from the left posterior sm*face of the uterine wall. Tubes and 
ovaries are macroscopically normal. The tumor is a large, 
cystic myofibroma measuring 22 by 17 by 21 centimetres in 
diameter. It is covered by a capsule, beneath which are seen a 
large number of dilated veins. Its surface is smooth, except 
over a small area on the posterior surface which was caused by 
dense adhesions. The half of the tumor away from its pedicle 
is composed of a thick- walled cyst, which contained three pounds 
of a thick, greenish fluid. The half toward the pedicle is gene- 
rally the consistence of muscle tissue, with here and there a 
hard fibroid area. On section the cyst wall was found to be 
composed of tissue undergoing fatty degeneration. The tumor 
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idssue surrounding the cyst cavity is friable and very soft 
for the distance of perhaps two inches. The pedicle of the 
tumor measures 8 by 5.5 centimetres. 

" Microscopical Examination, — Sections made from various 
portions of the tumor showed it to be a myofibroma under- 
going fatty degeneration.^^ 

It is this variety of fibroma, in which the muscular ele- 
ment predominates over the fibrous, whose rapid growth preg- 
nancy very markedly stimulates. The position of the largest 
tumor in this case made it impossible for the woman to deliver 
herself. When I first saw her several methods of dealing with 
the case suggested themselves: 1. Should I operate then and 
remove the tumor?, The objection to this procedure was the 
great risk of interrupting pregnancy and thus sacrificing the 
life of the child. The patient was particularly anxious to have 
-a living child, if possible, and I determined to delay interfer- 
-ence and wait as long as possible in the hope that this could be 
postponed until the child was viable. 2. Should I induce labor 
^t the time of viability and do a celiotomy later? I determined 
to wait as long as possible, and then, if feasible, remove the 
timior and await natural delivery. The distension of the abdo- 
men caused so much pain and distress that I could not defer 
action longer than I did, and I am grateful that I adopted the 
measure described; for had labor been induced I am very sure 
that the contraction of the uterus would have torn away the 
-adhesions to the liver, they being very friable, and the woman 
vsrould have bled to death, judging from the profuse hemorrhage 
which did occur. Had I attempted to remove the tumor at the 
sixth month, when she came under my observation, I should 
have had to sacrifice the life of the child, as I should have been 
obhged to do a hysteromyomectomy. Unless one is very posi- 
tive as to the nature of the tumor in these cases, and also as to 
the organs to which it may be adherent and the character of 
i;he adhesions, I think induction of labor or permitting natural 
•delivery should be most seriously weighed. I believe the safest 
plan to piu*sue is to allow the case to go on until the child is 
viable, and then make an exploratory incision. This will read- 
ily show which is the safer procedure, and in the majority of 
instances I think a Cesarean section will be so considered as it 
saves the patient from the additional danger of a precipitate 
labor. No positive rule can be laid down, for each case must 
ba judged according to its conditions. 
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By invitation of the executive committee, Dr. James F. Pren- 
DERGAST read a paper on 



THE BICYCLE FOR WOMEN. 

Two years ago, in an article on Physical Culture, I stated 
that I could see no valid reasons why women should not indulge 
n bicycle-riding as an exercise. Since that time I have given 
the subject careful consideration from every point of view — 
the hygienic, physical, and, I might say also, the moral — and 
my conclusion is that, for physical exercise for both men and 
women, the bicycle is one of the greatest inventions of the nine- 
teenth century. It is a fad at the present time that has grown 
to enormous proportions, and will be productive of great value 
to the present generation, while in the next its benefits will be 
seen in the form of better health, finer physical development, 
and more stable nervous systems. The reasons for the wide- 
spread adoption of the bicycle are numerous. The cheapness, 
of the pastime, its general adaptability to both sexes and to all 
ages, the beneficial effects of riding in the open air, the ease and 
exhilaration of rapid movement, the swift change of scenery, 
and the companionship of others interested in the same pursuit,, 
all tend to make it a very enjoyable form of both physical and 
mental exercise. 

Exercise is a necessity for continued good health and mental 
vigor. It is almost universally conceded that any form of exer- 
cise that will bring women and girls into the open air must be 
of great value. They have been so tied down and hampered 
by social duties and conventionalities, and have been dressing^ 
for generations so unhygienically, regardless of health or com- 
fort, that many of them have become mere bundles of nerve 
fibres, ready to explode on the slightest provocation. To these 
the bicycle will prove a blessing. 

Those who do not ride or who have not given the matter 
thought imagine that bicycling exercises the leg muscles only. 
In this they are greatly mistaken. All the muscles of the lower 
extremity (those of the pelvic floor, the back, and the abdo- 
men) are brought into play: the muscles of the back in main- 
taining an erect posture and in balancing the wheel — to sit 
erect for two hours without aid being no slight amount of work 
for the back muscles ; the abdominal muscles in hill-climbing 
and hard pushing, unless interfered with by tight corsets ; the 
muscles of the arms in guiding the wheel and in helping carry 
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the weight of the body in crossing rough spots on the road, 
car tracks, etc. 

The heart and lungs are benefited by the increase of the force 
of the circulation and by the deep inspirations. We have thus 
an increase in the supply of oxygen and in the elimination of 
carbonic acid and other toxins — poisons that accumulate in the 
system from lack of exercise. 

It has been demonstrated by experiment that a person 
walking at the rate of four miles per hour takes in five times 
as much air as when at perfect rest or recumbent. In other 
words, under ordinary conditions we take in four himdred and 
eighty cubic inches of air per minute, whereas during a walk 
of four miles an hour we take in twenty four hundred cubic 
inches. Applying this to bicycling, we can appreciate the value 
of exercise in the open air. The action of the heart is increased 
in force and frequency, and the flow of blood through all parts 
of the body, including the heart itself, is augmented. These 
two factors, the increase in the action of the respiration and 
circulation, explain the improvement in a local or functional 
trouble by such exercise as bicycling. The increased circula- 
tion is not to be passed over lightly when dealing with nervous 
women, as it means better nutrition to starved nerves. The 
muscles grow larger, firmer, and respond more readily to vo- 
lition. The term exercise as commonly used expresses only the 
action of the voluntary muscles. Dubois-Raymond, in " The 
Physiology of Exercise/' says : "It is easy to show the error 
of this view and to demonstrate that exercises demanding com- 
posite movements are much more exercises of the central nerv- 
ous system, of the brain and spinal marrow.^' Every action of 
the body as a motive apparatus depends, not less, but more 
upon the proper co-operation of the muscles than upon the force 
of their contraction. In bicycle-riding the muscles must begin 
to work in the proper order, and the energy of each must 
increase, halt, and diminish according to a certain law, so that 
the result shall be the proper position on the wheel in order to 
maintain one's balance and to exert the force in the proper 
direction. Thus, bicycling is not mere muscle gymnastics, but 
also, to a high degree, nerve gymnastics, if for brevity we may 
apply the term nerves to the whole nervous system. 

Bicycling as a form of exercise is more beneficial than horse- 
back-riding, for several reasons: 

1. Accessibility. — Hundreds can ride awheel where one can 
ride a horse. 



Digitized by 



Google 



^2 TRANSACTIONS OF THE SECTION ON GYNECOLOGY, 

2. Utility, — It is a better form of exercise. The side saddle, 
as generally used, has a tendency to increase lateral curvature 
■of the spine and exercises one side of the body more than the 
other; the shock of a trotting gait excludes many from that 
form of exercise who can ride a wheel with perfect comfort. 

3. The clothing, as fashion dictates it for the saddle, is 
entirely too tight to allow the benefit which might be obtained 
from the exercise. The only hygienic position on horseback is 
astride, and until fashion or common sense sanctions this women 
had better ride the bicycle. For bicycling the clothing should 
not in any way interfere with free play of the muscles, nor 
constrict the chest, thus preventing full expansion of the lungs. 
•Corsets should be short and loose, or they greatly interfere 
with the circulation and prevent hill-climbing. Wool should 
be worn next the skin, to absorb perspiration and prevent chill- 
ing when the rider is resting. In a word, the clothing should 
be perfectly comfortable. 

Some have compared bicycling to running a sewing machine. 
This is an absurd charge. The treadle of a sewing machine 
is run by the muscles from the knee down, and is a short 
up-and-down stroke of both feet at the same time, and is very 
tiresome. The pedalling of the bicycle brings into play all the 
muscles of the legs, and is a much wider sweep in slower time, 
while the muscles are practically at rest during a portion of 
the stroke. Bicycling is a pleasant recreation and mental stim- 
ulus enjoyed in the open air. The sewing machine is used in 
a room with a bad atmosphere while wearing unhygienic 
clothing ; the eyes are following a seam only twelve inches dis- 
tant, producing eye strain and other nervous symptoms, simply 
from the extreme monotony and drudgery of the work. The 
sewing machine causes stasis of blood in the lower limbs and 
pelvic organs because of the bent posture. Bicycling demands 
deep inspiration ; operating the sewing machiue does not. 

As to the machine itself. For women it should run very 
■easily and not be geared too high, as heightened gear requires 
increased power for propulsion, and this applies especially to 
hill-climbing. The gear equals the diameter of a circle whose 
circumference represents the distance advanced during one 
revolution of the pedals. Thus, a bicycle geared to sixty-three 
inches will cover the same space of ground with one turn of 
the pedals as one revolution of a wheel sixty-three inches in 
diameter. I am satisfied that dealers are offering wheels geared 
entirely too high for beginners. A wheel geared to fifty-three 
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to fifty-six inches is high enough to use the first season, unless 
the rider is accustomed to considerable exercise. A higher 
^ear means very hard pushing on up-grades or hill-climbing, 
which may lead to strains and exhaustion; it is also very dis- 
couraging to beginners on account of the hard work. It must 
be understood that the wheel should fit the rider as to height 
of frame, length of stroke, adjustment of handle bars and sad- 
dle, not only for the comfort of the rider, but in order to obtain 
the best results from a hygienic point of view. In other words, 
the rider should have an intelligent knowledge of the machine 
and a realization of the fact that rider and wheel should work 
as a unit. 

The Opinions of Others, — Fearing that my enthusiasm for 
the bicycle and love of out-of-door exercises and sports might 
have biassed my judgment, and that I had also exaggerated 
the dangers of the saddle, I sent out letters to twenty- five 
physicians,* ten of whom were women, and the majority gyne- 
cologists. I received twenty replies. I asked for a brief reply 
to the following questions : 

1. Have you seen any bad effects from bicycle-riding ? 

2. Do you consider it a good exercise for women and girls ? 

3. Have j'ou seen any troubles arising from saddle pressure ? 
To the first question all but one stated that they had never seen 

any bad effects from the exercise, except from its gross abuse, 
carelessness, too long rides, and lack of care when overheated. 
One reports two cases of aggravated leucorrhea and one case 
of aggravated functional heart disturbance. Another reports 
a case of acute ovaritis, probably caused by two long rides 
on successive days ; the rider, however, rested by sitting upon 
the ground near a stream. Another states that he had seen 
bad effects in women with weak hearts or pelvic disease. 

To the second question — Do you consider it a good exercise 
for women and girls ? — every reply was favorable. Some placed 
limitations on it, such as the existence of inflammation of pel- 
vic organs One says : '^ I have recommended it to some of 
my patients, even those who were suffering from disease of 
the ovaries and displacements of the uterus.'^ Another says: 
** Every neurasthenic woman should own and ride a wheel, 

1 Drs. S. Weir Mitchell. Charles B. Penrose, J. M. Baldy, C. Goodell, 
William Pepper, J. W. White, H. C. Wood, H. A. Hare. W. W. Keen, 
Edward Martin, I. P. Strittmatter, Barton Cooke Hirst, J. M. Taylor, 
Elizabeth L. Peck, Emily G. Hunt, Anna P. Sharpless, Lucy N. Tappan, 
Clara Marshall, Elizabeth W. Griscom. 
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under proper restrictions as to distance and speed, and the 
length of time in the saddle. I believe it to be the greatest 
therapeutic agent introduced for years, especially for this class 
of patients '' Another states ** that it is really too soon to judge 
of its benefits. The next generation will be in a better position 
to answer. *' Another woman-physician says : " Yes, for healthy 
persons and in moderation. The fact that it takes some women 
from a sedentary life into the open air seems to me its special 
claim to usefulness.'' 

To the question, Have you seen any troubles arising from sad- 
dle pressure ? seven answer no. Others report serious ulcera- 
tion of the vulva and perineum in a syphilitic subject, tume- 
faction of the vulva, vulvar bruising, frequency and urgency 
of micturition and ardor urinsB, soreness and bruising of the 
perineum. Another replies that the saddle pressing on the 
perineum of either male or female is bad. The Christy and 
similar saddles do away with this fault. One physician stated 
to me personally that he had a case which required stitching, 
the rider having been thrown violently forward against the 
peak of the saddle. One reply stated that no saddle is fit for 
use if it fails to support the body on the ischial tuberosities. 
Chadwick reports a case of irritation of the vulva caused by 
pressure of the point of the saddle in front, and a case with leu- 
corrhea whose general health had been so greatly benefited 
that he did not forbid bicycling. His conclusion is that bicy- 
cling is a most desirable form of exercise and recreation for 
women. 

The Saddle. — As it is almost universally accepted by physi- 
cians that bicycling is an excellent form of physical exercise for 
women and girls, under proper conditions of dress, posture, and 
care that it is not overdone, the question arises, Are there any 
real dangers aside from over-exertion and the accidents inci- 
dent to the pastime ? The real danger lies in using badly 
constructed and ill-fitting saddles. This especially applies to 
women. The trouble is, and has been, that the manufacturers 
of saddles have, up to the present year, been catering to the 
racing man and neglecting that largely increasing and impor- 
tant class who ride for pleasure, and have been offering the same 
style of saddle to women as to men — that is, the old-fashioned 
suspension saddle, over which the rider is hung astride on the 
same principle as riding a rail. The ordinary suspension sad- 
dle is wholly imsuited for women ; it is too narrow to carry the 
rider's weight properly, and instead of the rider resting on 
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the tuberosities of the ischia the weight is carried on the peri- 
neum ; the pommel or peak in front is too high and the rider is 
in danger of bruising the vulva in crossing car tracks and in 
going over rough spots on the road. Furthermore, the ordinary 
saddle becomes narrower with use, sags in the centre, thereby 
exaggerating the already too high peak in front, and, being too 
narrow behind,' throws the rider's weight forward, not only 
bringing pressure on the perineum, but also giving rise at times 
to friction and heating of the parts where it is very undesirable 
and may lead to dangerous practices. That there is such a 
danger in riding a badly constructed saddle the writer has been 
able to verify in two or three cases, but that it exists to the 
extent thought by the laity is absolutely untrue. These bad 
effects are positively precluded by the use of such a saddle as 
the Christy. 

The ideal saddle has not as yet been produced. Dealers and 
riding teachers in general are very ignorant of the wants of 
women riders, and have no definite ideas as to their require- 
ments or as to what a saddle should be like, and will recommend 
the most abominable of saddles as ideals of comfort, simply to 
make a sale. The ideal saddle should be broad enough to sit 
upon with the weight carried on the tuberosities of the ischia; it 
must not produce pressure on the perineum or have a high peak 
to injure the vulva; it should not chafe and produce saddle sore- 
ness; it should be cool, and springy enough to take up shock and 
vibration not so disposed of by the pneumatic tire. Owing to 
the objections to the ordinary saddle that have been raised by 
physicians and riders, a number of new styles are being offered 
as being everything that is desirable in this line, but the majo- 
rity are faulty in some vital point. The Christy saddle is at 
present about the best for women riders. It is broad enough 
to carry the weight on the tuberosities of the ischia; the rider 
sits on two thick pads which prevent pressure on the perineum 
or more delicate parts ; and the saddle has no high peak in 
front. When properly adjusted on the saddle post, it is almost 
impossible for an injury to result from its use, as I have per- 
sonally tested it over some of the worst pavements in this city, 
and had one trying experience coasting,' but have never suffered 
in the least from saddle soreness. 

Townsend* states "that he received eighteen replies from 
female physicians, and all but one stated decidedly that they 
considered bicycling of value to women. None had seen any 
* Boston Medical and Surgical Journal. June 13th, 1895. 
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harm except from excessive use or bad saddles/^ The ques- 
tion, Would you advise it in any form of uterine disease ? was 
answered in the negative by two only. The remainder had 
recommended it, or would do so in suitable cases. The 
majority limited the exercise to chronic cases, especially 
where the circulation was sluggish and the muscular system 
relaxed. A number of cases were reported as benefited by 
bicycle exercise. In one case of dysmenorrhea requiring rest 
in bed, systematic use of the wheel caused great improve- 
ment in general health with fairly comfortable menstruation. 
Several retroversions, one with enlarged and prolapsed uterus, 
were greatly benefited by wheeling. One yoimg married woman, 
who had retroflexion of the uterus and prolapsed ovary with 
adhesions, rode all summer and was cured. Several speak of 
the beneficial effects of the bicycle where walking was diffi- 
cult or impossible. These favorable criticisms were not ob- 
tained from enthusiasts, as only one had used a wheel herself. 
Townsend himself says **that as a general exercise bicycling 
is not harmful to the pelvic organs, even when these are af- 
fected, unless the disease is so acute that any exercise as great 
as this is contraindicated.^^ 

Dickinson, in this Journal for January, 1895, says : "Un- 
der proper conditions of costume and posture, with care that 
the exercise be gradually increased and properly graded for 
the individual case, and where there is no acute inflammatory 
condition to contraindicate it, bicycling will probably show 
itself capable of large results as an agent in curing pelvic dis- 
orders, since it is one of the few exercises which attract women. ^' 

Garches-Sarrante read a paper on ^*The Bicycle" before 
the Society of Medicine, Paris, and stated that she had been 
riding for three years with great benefit to her health ; she 
recommends moderate riding in chronic troubles. In any case 
it is less fatiguing than standing or walking. It can replace 
with advantage the Swedish method of massage. She also 
draws a vivid picture of the moral role of the bicycle, the only 
physical exercise that husband and wife can enjoy together. 

Galbraith, in her work on " Physical Culture for Women,^' 
says : " In the light of experience it is believed that for healthy 
individuals bicycling is one of the most excellent forms of ex- 
ercise for maintaining health, retarding disease, and strength-, 
ening the constitution, and in many forms of disease, when used 
cautiously and under medical supervision, it will often be found 
of an inestimable advantage." 
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A certain nervous condition, said to result from excessive 
use of the bicycle, has been termed the '^vibratory habit." Ben- 
jamin Ward Richardson has presented the subject before the 
Medical Society of London and evidently considers it a disease. 
I have been unable to get the full text of his paper. This 
^^ vibratory habit" can be almost eliminated if riders will sit 
on their saddles, and not on their wrists and arms by doubling^ 
up over the handle bars. Another fault which causes vibration 
and shock is blowing up the tires too hard. Pneumatic tires 
were intended to do away with just this condition, and should 
not be blown up so hard that they are not springy. 

Frederick Treves, an authority on physical culture, strongly 
objects to bicycling for women and giris, on account of pres- 
sure and friction upon the pudendal region; but with improved 
saddles that objection does not hold good. He says that the 
exercise appears to have a very beneficial effect in relieving 
chronic constipation and is advantageous to dyspeptics and in 
functional diseases of the liver. 

Summary, — We have in the bicycle an agent which will 
accomplish an enormous amount of good for women. It is 
notorious that women after a certain age will not take suf- 
ficient exercise in the open air, and to order them to do so- 
for the mere sake of exercise is a waste of time, as not one in a 
hundred has the courage to keep it up. What women who are 
tied down by household cares, social duties, and occupied in 
sedentary pursuits need is exercise with some mental stimu- 
lus or recreation. The bicycle answers perfectly this condition, 
and peevish, overwrought, nervous women will find that exer- 
cise on the wheel in the sunlight and fresh air will invigorate 
their bodies, restore the appetite, bring ease, contentment, and 
elasticity to the mind, and enable them to better understand 
the wear and tear of mind and body to which our high-pressure 
methods of living subject them. As a therapeutic agent the 
bicycle has a very large range of usefulness. If used with 
discretion and ordinary common sense it will prove of value 
in a number of chronic conditions — namely, all chronic pelvie 
troubles, chronic heart disease (as bicycling closely resembles 
mountain-climbing), dyspepsias, functional conditions of the 
liver, chronic constipation, and all functional troubles. This is 
brought about, not from any special effect of the exercise on 
certain organs, but because it is a pleasant, healthful form of 
exercise in the open air, and by exercising all the muscles and 
increasing the force of the circulation benefits special conditions. 
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Personally I should consider it safe to allow the ijse of the 
wheel in any condition that permits of walking, providing hill- 
climbing is not attempted. Through the general use of the 
wheel by women we look for a reform in dress, more exercise 
in the open air, better muscular development, more stable 
nerves, easier labors, and healthier children. 

Dr R. C. Norris. — I have been very much interested in Dr. 
Prendergast^s paper, since the subject is one to which we are 
forced to give attention because so many of our patients have 
taken to wheeling. I have seen benefit, in several patients, 
follow this kind of exercise. One case I have in mind is that 
of a patient I saw some two years ago with laceration of the 
perineum and relaxation of the pelvic floor. I advised ope- 
ration, which she declined. She passed out of my observation 
for a time, and only in the past week has come under my care 
for another condition. She has been a great bicycle-rider dur- 
ing the past two years, and it simply astounded me to find how 
much tone and strength had been given to the muscles of the 
pelvic floor by exercise on the bicycle. Her levatores ani mus- 
cles have regained their tone and contractility, the uterus is no 
longer displaced, and an operation is no longer indicated. 

Two other patients under my observation at present are of 
interest ; one of them I etherized some time ago, separated 
adhesions, lifted up a retrodisplaced uterus, and introduced a 
pessary. I felt sure at the time that there was no pus in the 
pelvis, and, the patient refusing surgical treatment, I was justi- 
fied in resorting to that plan of treatment. She has taken to 
bicycle- riding, although wearing the pessary, and has seemed to 
have had no ill effects from it whatever. On the contrary, she 
is very much improved and is relieved of her pelvic pain. An- 
other patient who wears a pessary rides a bicycle and seems to 
find much pleasure and benefit in the exercise. Another patient 
I was called to see recently, brought to my mind a possible 
danger to some women from riding the wheel. This woman 
was much prostrated by a long ride. She had used the bicycle 
but a short time before she attempted to ride a distance of some 
fifteen or eighteen miles with some friends accustomed to wheel- 
ing, and in consequence she was confined to bed for a week. 
When a woman begins to ride she should be careful not to 
overdo the matter ; she should proceed gradually. 

As time goes on we shall gain further experience as to the 
good and bad effects of bicycle-riding. I frequently advice pa- 
tients to utilize this means of exercise, and to patients whom I 
have under my care for a modified rest treatment bicycle-riding 
is advised in the latter part of the treatment for those who know 
how to ride. They are put on the wheel for graduated exercise 
just before thejr pass out of observation, and those who do not 
know how to ride are given lessons. I think the excitement 
attending taking lessons and the enthusiasm which bicycling 
develops make the patient very much better ; she forgets her 
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nervous ailment, and thus the exercise and self-forgetfulness 
seem to contribute to her improvement. Dr. Prendergast's com- 
ments on the necessity for an anatomical saddle are most im- 
portant. 

Dr. Longaker. — I should like to say a little on this subject, 
as I probablv have some right to speak. I have for some three 
years past (this is my fourth season of riding) been quite an 
enthusiastic rider, and the effect has been altogether beneficial. 
During this time I have advised the exercise for a number of 
women, and have seen no harm save in one case, and that was 
due to injudicious exercise. Really, that patient did not take 
up the exercise on my advice, but came to me because she had 
injured herself by over-riding. The injury, however, was not 
to pelvic organs, but to a weai: heart. Contrary to my advice, 
this woman permanently abandoned riding. The disturbance 
of the heart was only functional. I say contrary to my advice 
because I believe that with graduated exercise this class of 
cases is capable of being benefited by wheeling. I would say 
in addition, by way of emphasis, that I have not seen any injury 
of the pelvic organs in a single case. 

On the general subject of the exercise, in regard to the matter 
of position, I see in my observation of women what seems, 
for very valid reasons, an exceedingly faulty position. I think 
the exaggerated high position of the handle bars is just as 
faulty as the low one. Women may frequently be seen goiug 
alon^ with their hands in the position they would assume if 
holding a pair of lines and driving a horse. 

It has been remarked by the reader that bicycling is not a 
leg exercise but general exercise. Its general character, I find 
in my own case, can be very much improved by throwing a 
certain amount of weight on the wrists, having the elbows 
perfectly straight, and also a certain amount of weight on 
the feet; in that way the weight of the body is distributed 
between three points — the feet, the perineum (the tuberosities 
of the ischia preferably), and the wrists. The one objection to 
putting weight upon the wrists is that in long rides over rough 
roads a certain amount of numbness will be experienced. 

The principal fact that I gather from the reader of the paper 
is that the sole danger exists in the faulty saddles and that the 
perfect saddle is yet to be found. I think that for women as 
well as for men. if used as I have suggested, with the weight of 
the rider properly distributed, the old-fashioned saddle is not 
objectionable. If the peak part is kept down in front, the saddle 
well tilted up, and a certain amount of weight borne on the 
hands, it answers very well. I have not used the Christy sad- 
dle, but theoretically it seems to be an improvement on the 
older forms. 

Dr. James F. Prendergast. — I have very little to say in 
addition, excepting that I did not intend to convey the impres- 
sion that there were no dangers in bicycle-riding other than those 
connected with the saddle. There is always the danger arising 
from the enthusiasm for a new sport or pastime, and the over- 
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doing of the exercise ; this is one of the dangers, and I mention 
it in my article. As a rule the vast majority of women are 
unable to carry weight on the wrists, and it takes them a very 
long time to catch the trick of sustaining the weight on the 
pedals. I do not see one rider in a hundred who is able to do 
it. It is very well if they are able to do so ; if not, it means 
mischief to them if they strike upon the high peak of one of 
iihe old-style saddles. 

I wished to convey in the paper that the exercise confers 
benefit upon the whole body, and not to exaggerate any particu- 
Jar point. 

Dr. Richard C. Norris reported 

' THREE CASES OF TUBERCULAR PERITONITIS. 

It is now recognized that tubercular tumors in the abdominal 
or pelvic cavity may occur as one or more of the following 
four distinct varieties : (a) nodular tumors in the mesentery ; 
(6) tumors of the omentum ; (c) thickened and contracted coils 
of the intestine ; (d) encysted exudation forming a tumor with 
walls composed of adherent intestines and other abdominal or 
pelvic viscera which happen to be adjacent to the focus of 
inflammation. Of these varieties of tubercular tumors the last- 
named is of greatest interest to the abdominal surgeon, because 
an accurate diagnosis is not always possible, and because sur- 
igical treatment in some mysterious manner offers a very fair 
means of amelioration and often of cure. In a very large pro- 
portion of cases the surgeon makes his diagnosis of peritoneal 
tuberculosis after the abdominal cavity has been opened for what 
has been thought an entirely different pathological condition. 
The most frequent error is to mistake cystic ovarian disease for 
encysted tubercular peritonitis. Indeed, Osier ^ has stated that 
of ninety-six cases of celiotomy for tuberculosis thirty were 
diagnosed ovarian disease prior to the*operation; and to fortify 
those who have made this error he remarks that *' there is no 
single criterion which enables us to say in a given case that the 
condition is one of encysted peritonitis, nor, indeed, is there any 
special group of symptoms which can be regarded as distinc- 
tive. It were folly to lay down in parallel columns differential 
rules in an affection in which again and again the ablest di- 
agnosticians in our profession have erred. ^^ Of the three eases 
whose notes accompany this commimication, notwithstanding 
the fact that they were encountered within a period of six 
months and that their quick succession kept tuberculosis in my 
mind as a condition to be differentiated, in only two was tuber- 
culosis suspected and in none was the correct diagnosis made 
^ Johns Hopkins Reports, vol. ii. 
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prior to operation. These cases have ' induced me to collect 
from available sources and to formulate a few clinical rules, 
the observance of which will at least serve to keep this disease 
in mind and will sometimes enable one to have a mental reser- 
vation in favor of encysted tuberculosis when the diagnostic 
signs of other abdominal or pelvic tumors are not wholly satis- 
factory. The histories of my cases are as follows : 

Case I.— Miss S., white, aet. 20 (Case No. 1766, Methodist 
Hospital). The family history is negative, with the exception 
of the fact that one aunt died of phthisis. The patient had not 
been a robust girl, but always enjoyed fair health until the 
winter before I saw her, when she had a persistent cough and 
frequent chest pains. Eight months before examination the 
abdomen began to increase in size, with intervals when it 
would apparently decrease and again become enlarged. The 
pain in the abdomen had been nearly constant for the last two 
months and moderate in severity. There had been a slight 
gain in weight in the past five months. The menses were 
irregular, painless, and scanty. The examination showed a 
very thick abdominal waU, quite protuberant. There was 
dulness over the lower part of the abdomen, with tympany 
in the flanks and epigastric region. The tumor presented 
indistinct fluctuation to abdominal touch. Vaginal examina- 
tion found the uterus anterior and inclined toward the left. 
The posterior cul-de-sac contained a mass which more dis- 
tinctly gave fluctuation than had been obtained by abdomi- 
nal touch. The tubes were outlined as thickened, enlarged 
masses to either side, and the ovaries could be distinctly pal- 
pated. Three physicians, not resident in this city, had dia- 
gnosed the case ovarian tumor. The presence of ovaries only 
sKghtly enlarged precluded such a diagnosis, and an opinion 
was formed hesitating between encysted tubercular peritonitis 
and parovarian cyst. The patient's pulse and temperature 
had been normal throughout a week's residence in the hospital. 
Celiotomy was performed, and at the operation the perito- 
neum was f oimd very much thickened, firmly adherent to 
the parietal wall, and studded with tubercles. When the peri- 
toneiun was opened about three litres of yellowish fluid con- 
taining flakes of lymph were discharged. The intestines were 
firmly adherent, forming a large cavity which extended to the 
liver and diagonally across the abdominal cavity to the left 
iliac fossa. The intestines, peritoneum, uterus, and posterior 
wall of the bladder were studded with tubercles. The tubes 
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were much enlarged and contained cheesy tuberculous masses, 
and the ovaries were buried beneath a mass of adhesions. The 
tubes and ovaries were enucleated and removed with consider- 
able difficulty on account of the widespread adhesions and free 
bleeding. The abdomen was irrigated with sterilized water 
and a glass drain was inserted. Seven hours after the opera- 
tion the temperature rose to 102|°, declined to 99J-° four hours 
later, after which time it rapidly rose to 104°. Respirations 
were rapid, 42 to the minute, and the pulse 150. There was 
well-marked delirium, but neither nausea nor vomiting fol- 
lowed the operation. The bowels were moved by means of an 
enema. In spite of active stimulation the patient died at mid- 
night, thirty-two hours after the operation. 

At the autopsy there were no signs of inflammation about 
the ovarian and tubal stumps. Tubercles were widely spread 
throughout the peritoneal cavity, the intestines, and the mesen- 
teric glands, and covered the under surface of the liver, to which 
the stomach was adherent from tubercular inflammation. The 
spleen, the lungs, and the pleura were also studded with tu- 
bercles. 

I am not quite certain why this patient succumbed so rapidly 
after the operation, surrounded as she was by the usual precau- 
tions against sepsis. There has been described an acute tuber- 
cular septicemia which possibly can sometimes be precipitated 
l)y surgical treatment. Whether this case is an example of 
such a condition, or is simply a case of rapid heterogenetic 
septic peritonitis, is not altogether plain. 

The symptoms after the operation and the post-mortem find- 
ings were not those we customarily observe in septic peritonitis 
following celiotomy. 

Osier, in his report of a case of *' Toxemia in Tuberculosis/* ' 
remarks that **the symptoms of a profound intoxication in 
tuberculosis are met with under these conditions : 1. In those 
rare cases, described most commonly in children, in which 
death may occur with symptoms of profound toxemia before 
there are any extensive localized foci of disease. ^The chil- 
dren have presented in the course of the disease all the signs of 
a profoimd intoxication, and, as the tuberculous lesions of tlie 
lungs and all other organs are altogether insufficient to produce 
death, it is quite reasonable to attribute the fatal results to the 
bacillary intoxication.^ ' These are the instances of the fievre 

» The Practitioner, 1894. 

* Aviragnet : *' De la Tuberculosa chez les Enfants." Paris, 1892. 
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infectieuse tuberculeuse suraiguL 2. Acute miliary tuber- 
culosis is often accompanied with toxic features, giving to many 
of the cases clinical pictures of severe typhoid fever. Post 
mortem, miliary tubercles are found extensively throughout the 
viscera and on the serous surfaces. 3. In chronic pulmonary 
tuberculosis there may develop, with or without fever, a pro- 
found toxemia, with dry tongue, delirium, rapid pulse, and 
signs of intense intoxication. The patient may be admitted to 
hospital unconscious, with a normal or subnormal temperature, 
and, as in a case which was under my care at the Philadelphia 
Hospital, the autopsy alone reveals the true nature of the dis- 
ease.^' 

If such a sudden overwhelming of the patient occurs some- 
times in the course of tuberculosis, is it not reasonable to believe 
that the traumatism of a difficult salpingo-oophorectomy will, 
in certain cases already prepared for a tuberculous confla- 
gration, be sufficient to awaken a fatal toxemia, even when the 
patient is surrounded by all possible safeguards against hetero- 
genetic infection ? 

If this statement be true, then this toxemia bears an impor- 
tant relation to some cases of death following celiotomy for 
tubercular peritonitis. On the other hand, some of these cases 
of sudden toxemia in tuberculosis, as Dr. Osier suggests in a 
letter recently received from him, really may be a cryptogen- 
etic septicemia due to associated organisms. It is therefore 
probable that in a large proportion of cases of sepsis following 
celiotomy for tubercular peritonitis, infection, through faulty 
technique, has been added to a patient more vulnerable on 
account of her tuberculosis. 

Case II. — Mrs. M., colored, SBt. 42, married (Case No. 
1810, Methodist Hospital). Father died twenty years ago of 
phthisis ; three sisters died of phthisis. 

Previous History, ^'H.a.d. pleurisy and pneumonia at 20 ; not 
in good health since that time. 

Present Illness. — Ten months ago began to feel ill and was 
confined to bed with fever and sweats. Abdomen became en- 
larged and sensitive. Has a cough most every winter. Tem- 
perature on admission, 100|° F. ; pleuritic pains ; respirations 36. 
Throughout nine days the temperature ranged between 10 P F. 
(evening) and 99|° F. (morning). 

Examination, — Uterus retro verted and fixed. The parame- 
tritic tissues were hard and infiltrated, giving the sensation to 
ouch of old pelvic inflammatory lesions. An abdominal en- 
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kkrgement reaching half-way to the umbilicus was tender and 
doughy. No fluctuation could be detected. The, upper edge 
of the swelling was sigmoid and more prominent on the right 
side. A diagnosis of pyosalpinx was made. The abdomen was 
opened and coils of intestines studded with small pink tuber- 
cles were loosely adherent and easily separated. The tubes 
and ovaries were not enlarged, and only at the fimbrisB of th© 
left tube were tubercles recognizable. There was no encysted 
fluid. All adhesions were carefully separated ; the tubes and 
ovaries were not disturbed ; the peritoneal cavity was freely 
irrigated, and a glass drain was inserted which was removed at 
the end of twenty-four hours. One week after the operation 
the temperature was normal, but became elevated for several 
days, due to inflammation of the abdominal wound. The pa- 
tient shortly thereafter regained her health and is now entirely 
well. There is no sign at present of the tubercular inflamma- 
tion in the peritoneal cavity. 

Case III. — Henrietta G., set. 17, colored. Mother died of 
phthisis. The family history is otherwise without interest. 

About five or six weeks ago the patient was taken with pain 
in the left inguinal region. There has been long-continued con- 
stipation, the bowels often not moving for a week at a time. 
Three weeks before entering the hospital she noticed a sore 
spot and slight enlargement in the left groin, and at this time 
took to her bed. The bowels have not moved during the past 
week. Menstruation is regular, profuse, and without pain. 
There is no history of specific disease nor of a miscarriage. 
There have been no recurrent attacks of pelvic inflammation. 

Upon examination a tumor was found in the left inguinal 
region, perceptible to sight as well as to touch. It was very 
sensitive and boggy, dull on percussion, and apparently was aa 
large as an infantas head. 

Examination through the vagina and the rectum, under 
ether, showed a very large mass extending across the abdomen, 
a little higher on the right than on the left side, and reaching 
nearly to the umbilicus. Fluctuation could be felt by the finger 
in the vagina upon pressing down from above with the other 
hand. The uterus was small and anteflexed. 

The posterior cul-de-sac and the lateral vaginal fornices were 
densely infiltrated ; the tubes and ovaries could not be palpated* 
The physical signs were not unlike those of a large pelvic ab- 
scess due to suppurating tubes and ovaries. The patient was 
used as a text for my clinic to the class at Blockley, and, after 
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going over the various diagnostic features of abdomino-pelvic 
tumors, I stated my diagnosis to be either a pelvic abscess or 
encysted tubercular peritonitis. 

Had it been possible to believe as trustworthy the patient's 
statement with reference to gonorrhea or miscarriage, or recur- 
rent attacks of pelvic inflammation, the diagnosis of pelvic ab- 
scess would not have been placed first. As the patient was in 
the hospital under the surveillance of the police department for 
the larceny of several diamond rings, her statements about her- 
self could not be credited. Her temperature and pulse were 
normal, her tongue was heavily coated, and there was a history 
of constipation that had existed for a week. 

High rectal enemata and saline purgatives had the effect of 
reducing the swelling on the left side to a considerable extent, 
but a large mass yet remained which, by combined exami- 
nation, gave obscure fluctuation. It was therefore decided to. 
evacuate the fluid contents of this mass, whatever it might be, 
by vaginal section, and, should the condition prove encysted 
tubercular peritonitis, it would be of interest to determine 
whether or not vaginal section and drainage for this disease 
would prove as efficient as incision and drainage through the 
abdomen. The posterior cul-de-sac was opened with a free in- 
cision, and the fingers were passed through the inflammatory 
material until they entered the cavity, which discharged six 
ounces of straw-colored fluid containing a few flakes of lymph 
and quite like the fluid so commonly found in encysted perito- 
nitis. The coils of intestines, closely adherent and forming the 
upper boundary of the tumor, could be distinctly felt. The 
tubes and ovaries, not seriously diseased, were freed from adhe- 
sions and carefully examined. They and the intestines were 
studded with flbrous nodules, presenting to the touch the char- 
acteristics of tubercular inflammation. The cavity was irri- 
gated and was packed with iodoform gauze. At intervals of 
three days the irrigation and gauze packing were repeated for 
two weeks, when the cavity had closed. Seven weeks after the 
operation the large mass could not be felt. There was only 
a small area of resistance in the region formerly occupied by 
the tumor. The patient has been entirely well throughout this 
period. The bowels move regularly, and there is neither pain 
nor tenderness in the region of the uterus. 

I am not aware how frequently vaginal section has been 
employed in the treatment of encysted tubercular peritonitis. 
When the tubercular character of the tumor has been recog- 
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nized, and when the tumor can be reached through the vaginal 
route, it would seem desirable to open and drain by vaginal sec- 
tion, since the remote danger of hernia is thereby avoided, and 
from the history of this case the ultimate curative effect is appa- 
rently as good as that from abdominal incision and drainage. 

It will be observed that an accurate diagnosis was not made 
in any of the three cases whose histories have been read. In 
the presence of an obscure pelvic or abdominal growth, when the 
patient's general condition does not contraindicate an operation, 
the gynecologist sometimes is prone to omit a searching examina- 
tion into organs other than the genito-urinary, feeling satisfied 
that the operation will reveal whatever obscurity may surround 
the diagnosis. While it is true that a diagnosis between en- 
cysted tubercular peritonitis and an ovarian cystoma frequently 
is impossible, a very careful study of the patient's general con- 
dition and of the pelvic organs conjointly will sometimes indi-^ 
cate the tubercular origin of the tumor. The family history 
will very frequently point to tuberculosis, as occurred in all the 
cases of this report. It should be borne in mind that an ovarian 
cyst is rare in the negress, and that it usually occurs later in life 
than of encysted peritonitis. Two of my cases were in colored 
women, and in the third case a very large tumor occurred in a. 
girl 20 years of age. Again, tubercular peritonitis is ordinarily 
more rapid in progress; the loss of appetite, of strength, and of 
flesh is greater. When the tubercular inflammation is not 
localized in a small area, abdominal or pelvic pain, tympanites, 
constipation from pressure or occasional or frequent attacks of 
diarrhea, and in very rapidly progressing cases even emaciation, 
and night sweats, may occur. Very valuable and often avail- 
able points in diagnosis are a history of frequent attacks of 
bronchitis, of pleurisy or pleuritic pains, and the presence of 
the physical signs of early tubercular lesions of the apex of 
one or both lungs. Much can be learned from a study of the 
temperature. An elevated, a subnormal, or a low morning 
and an elevated evening temperature are frequently noted in 
tubercular peritonitis when the patient otherwise is apparently 
enjoying robust health. It must be borne in mind, however,, 
that a suppurative ovarian cyst will be accompanied by fever, 
and that in tubercular peritonitis long periods occur in which 
the temperature is perfectly normal. In two of my cases the 
patients happened to be under observation at a time when the 
temperature remained practically normal. 

Investigation of the abdominal and pelvic physical signs of 
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encysted tubercular peritonitis will frequently confront with 
uncertainty even the skilled gynecologist, and in such cases I 
believe complete anesthetization of the patient is essential to 
a reasonably satisfactory diagnosis. When the tumor reaches 
well out of the pelvis, enlarged glands may be felt as nodu- 
lar masses, at some portions of the margins of the growth, 
which a trained touch will often differentiate from the irregular- 
ity sometimes recognized in a multilocular ovarian cystoma ; 
and when the tumor is smaller and occupies the pelvic cavity 
the ovarian tumor is more distinct and less irregular in outline. 
Since tubercular peritonitis originates in the Fallopian tubes 
more frequently than is generally believed, tubercular disease 
should be thought of when induration is felt about the tubes 
and ovaries in patients in whom pelvic inflammatory disease 
due to abortion or to gonorrhea may be excluded. Under the 
same conditions the finding, by rectal examination, of indu- 
ration of the utero-sacral ligaments will also be confirmatory 
of pelvic tuberculosis. An ovarian cyst can, of course, be ex- 
cluded when, as in one of my cases, the ovaries are distinctly 
palpated. 

When an ovarian tumor is accompanied by pelvic adhesions 
the pelvic symptoms will be more severe than in tubercular peri- 
tonitis, while in the latter the general symptoms will usually be 
more noticeable. 

In Case 3 the condition was diagnosed circumscribed perito- 
nitis accompanying septic disease of the appendages. The ope- 
ration disclosed what I have previously observed, namely, that 
the peritonitis was more extensive than obtains in chronic peri- 
tonitis due to tubal disease. Moreover, the fact that ascites is 
so prone to accompany peritonitis associated with tubercular 
salpingitis should have suggested more strongly the tubercular 
origin of the infiammation in this case. Furthermore, the ab- 
sence of recurrent attacks of pelvic infiammation, so commonly 
observed in septic tubal disease, should have suggested tuber- 
cular rather than septic tubal disease. 

I am not aware of a wholly satisfactory explanation of the 
fact that exposure of the abdominal cavity to air in cases of 
tubercular peritonitis results in eighty per cent of recoveries. 
Mannotti and Bariochi,* from their experiments on rabbits and 
dogs, conclude that, in animals, opening the abdomen is followed 
by an inflammatory reaction of' the peritoneum that greatly in- 
creases its absorptive power, prevents further infection, vas- 
* Archiv f. Gynak., Bd. xlvii., H. 1. 
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cularizes the tuberculous nodules, and finally promotes their 
absorption and transformation into connective tissue. Morris ' 
experimented with the fluid removed from the abdomen of 
patients with tubercular peritonitis, and isolated a toxalbumin 
the product of the growth of putrefactive bacteria which gained 
access to the fluid from the air. His experiments lead him to 
conclude that a toxalbumin thus formed after celiotomy is 
fatal to tubercle bacilli. 

The former explanation appeals more strongly to me since it 
also explains how Nature, unaided, not infrequently effects a 
spontaneous cure, and more readily accounts for the adhesions 
between the viscera that so commonly follow either a sponta- 
neous or surgical cure. Finally, with reference to the surgical 
treatment of encysted tubercular peritonitis, a problem which I 
will ask you to discuss is this: To what extent shall adhesions 
be separated and viscera be removed when the tubercular pro- 
cess involves large areas of the pelvic and abdominal organs ? 
This question occurred to me when operating upon the first case 
I have reported. It was impossible to remove all the pelvic 
organs attacked by the tubercles ; the bladder, the uterus^ 
the rectum, in fact the entire pelvic contents, were invaded. 
The removal of densely adherent tubes and ovaries left behind 
tissues whose resistance prior to the operation was below the 
normal, but after the bruising and tearing necessary for enu- 
cleation it seemed to me that their vitality and resistance to 
infection were further diminished. The result in this case con- 
firms my belief that a similar condition is more safely and 
equally efficiently treated by incision and drainage, without an 
attempt to remove a portion of the diseased organs. 

Dr. B. C. Hirst read a paper on 

MODERN METHODS IN THE TREATMENT OP PUERPERAL 
INFECTION AND THEIR COMPARATIVE WORTH. 

Serum Therapy of Puerperal Sepsis, — Stimulated by the 
success of this treatment in diphtheria and in a few other infec- 
tious diseases, an effort has been made in quite recent times 1» 
procure a serum that will be antagonistic to streptococci and 
antidotal to the products of their activity. 

Richet et Hericourt* suggested, some eight years ago, the use 
of serum taken from animals " vaccinated " with a septic micro* 

» Medical News, October 13th, 1894. 

* Comptes rendus de TAcademie des Sciences, 1888, p. 690. 
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organism, in order to secure immunity in other animals. Many 
enthusiastic investigators have recently worked in this same 
field, especially in France; but it will be conceded, I think, that 
Marmorek's work has commanded more respect and attention 
than that of any other single worker, and it will not be unfair, 
therefore, to judge the merits of the serum therapy of puerperal 
sepsis by the results achieved with Marmorek^s products. 

Marmorek * points out that there are two ways of immuniz- 
ing animals. One is to take culture media with the microbes 
destroyed or removed and containing only the toxins of strep- 
tococcus activity. The other is to inject the streptococci them- 
selves into the animal which is to be made immune. The latter 
is much the more reliable method. 

Marmorek was able to immunize horses, asses, sheep, and 
mules by injecting exceedingly virulent streptococci cultures in 
increasing doses during a period of six to ten months. Taking 
the serum from the animals at least four weeks after the sub- 
sidence of all the symptoms in the reaction following the last 
inoculation, Marmorek found that one-seven-thousandth part 
of a guinea-pig^s weight in serum was sufficient to protect it 
against ten times the dose of virulent streptococci which would 
be fatal in animals unprotected. But he admits that there may 
be a streptococcus infection so virulent that no antidote is of 
avail, and also that if the antistreptococcic serum is employed 
late after the primary infection the progress of the septic in- 
flammation cannot be stayed. Moreover, the antistreptococcic 
serum has no antagonistic power over the other micro-organisms 
of puerperal sepsis, so that the quite common cases of mixed 
infection, in which the colon bacillus, the bacillus fetidus, the 
bacillus pyocyaneus, and the pyogenic^ staphylococci are active, 
may not be benefited in the least by the antistreptococcic serum. 

Marmorek reports fifteen cases of streptococcus infection in 
puerperal women in which the serum was employed. In seven 
of these there was a pure streptococcus infection. This series 
had no mortality. In three cases the colon bacillus was associ- 
ated with the streptococci. All these women died. In five 
cases pathogenic staphylococci were associated with strepto- 
cocci. In this number there were two deaths. 

Gaulard ^ reports two cases of puerperal fever treated by serum. 
A rickety woman with a contracted pelvis had a protracted 

* Alexandre Marmorek : ** Le Streptocoque et le Serum antistrepto- 
coccique." Annales de Tlnstitut Pasteur, t. ix., July, 1895, p. 593. 

* Presse medicale, November 30th, 1895. Abstract in University Medical 
Magazine. 
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labor. The case was one of face presentation. The perineum 
was torn to the anus, but sutured at once. One week after 
delivery the temperature rose to 105° F. and remained at that 
height for three or four days. Qaulard saw her four days later, 
when the pulse was 140 and irregxdar and diarrhea was present. 
The perineal wound was discharging pus, and on the vagina 
there were some sloughs. The uterus was curetted, notlung, 
however, of importance coming away. Subsequently the uterus 
was packed with iodoform gauze and the perineum resutured. 
The next day the temperature fell to 102.7° F., but on the 
second day it rose again and her general condition became 
serious. At this time ten cubic centimetres of Marmorek's 
antistreptococcic serum were injected into the abdominal wall. 
The temperature fell slightly on the following day, and a 
second injection of two cubic centimetres was given. From 
this time the temperature fell steadily and the patient made a 
speedy recovery. 

The second case was also a rickety woman. It was her 
fourth pregnancy. The first labor was natural ; in the two 
others deUvery was eflPected by forceps. The antero-posterior 
diameter of pelvis was three and a quarter inches. As an un- 
successful attempt had been made outside of the hospital to 
apply the forceps, a basiotripsy was performed, deUvery effected, 
and a douche of 1 :4000 bichloride of mercury given. The 
temperature rose rapidly, and two days after delivery it had 
risen to 104° F. The uterus was swabbed out with creosoted 
glycerin, some putrid fragments coming away, and plugged 
with iodoform gauze. On the fourth day ten cubic centimetres 
of antistreptococcic serum were injected, and repeated on the 
fifth and sixth days. After the third injection the temperature 
fell to 102.9° F. Another injection was now given, and the 
temperature fell to 101.5° F., reaching the normal on the 
eleventh day after delivery. While the temperature was fall- 
ing she was seized with bilious vomiting and meteorism, the 
pulse remaining as before, about 120. The vomiting became 
uncontrollable ; she became comatose, and died on the thir- 
teenth day. Gaulard believes that the serum was the cause of 
the vomiting. He fears that too much serum was injected, for 
at the autopsy there was no sign of suppuration or of peritoni- 
tis. The question of maximum dose of the serum has yet to be 
determined. The serum does not do away with the necessity 
for using the curette, but if the germs have already entered the 
blood it may be employed against them and their toxins. 
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Quite recently, within the last month, Bar and Tissier * have 
reported further experiences with the treatment of puerperal 
infection by antistreptococcic serum. They report in a pre- 
liminary announcement the treatment of ten cases of strepto- 
coccus infection by the antistreptococcic serum. Of this num^ 
ber five died and five recovered. Those that ended in recovery 
were comparatively light, and one would expect a good result 
in such cases from the older plans of treatment. They were, 
moreover, all treated with intrauterine irrigations, which seems 
to me to have had more to dp with their recovery than the 
serum injections. Among the fatal cases was one that received 
the first serum injection three-quarters of an hour after labor. 




Bar and Tissier's case of serum therapy for streptococcus infection. Woman died from 
a toxemia, -f represents serum injections ; • represents intrauterine irrigations. 

and another in which the patient died apparently from toxemia 
after the symptoms of the streptococcus injection had subsided 
(see chart). One cannot avoid the thought, in reading the his- 
tory of this case, that the serum was the cause of death rather 
than the original disease. Its clinical features resembled close- 
ly those of Gaulard^s fatal case. 

After an earnest study of this subject — for it is of transcen- 
dent importance to a man engaged in work like mine — it seems 
to me that our judgirient on the serum therapy of strepto- 

* *• Fails pour servir d. THistoire du Traitement de rinfection puerperale 
parle Serum antistreptococcique," L'Obslctrique, i., March. 1896, p. 97. 
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COCCUS infection must run as follows, in the light of our pre- 
sent knowledge : It requires a long time and especially viru- 
lent inoculations to obtain a serum with antitoxic and germi- 
cidal properties. It should be prepared, therefore, with great 
care and should be obtained from a thoroughly reliable source. 
There is a possibility that this serum may contain dangerous 
toxins and that the treatment may be more dangerous than 
the disease. There is a streptococcic infection so virulent that 
the antitoxin will be of no avail, no matter how strong it may 
be. There is a undeterminable time in streptococcic infections 
when the serum will be used too late. The antistreptococcic 
serum has no antagonistic power over other pathogenic micro- 
organisms. It is not easy to determine during life whether the 
infection is pure or mixed, though the majority of puerperal 
infections are due to streptococci. Therefore the use of the 
serum must be more or less empirical. Finally, the clinical re- 
sults of the serum therapy for puerperal infection have not been 
as yet at all encouraging. 

The Treatment of Septic Infection by the Artificial Pro- 
duction of a Hyper leucocytosis. — A large and influential 
school of pathologists regard phagocytosis as the agency by 
which an infectious disease is spontaneously cured. It is logi- 
cal, therefore, in those holding this belief, to attempt the treat- 
ment of septic infection by stimulating the production of white 
blood corpuscles that shall serve as phagocytes. There are 
several agents administered internally that have leucotaxic 
powers, such as pilocarpin and nuclein. The former, however, 
is not advisable in sepsis, on account of its depressing action. 

Hofbauer,* from Schauta^s clinic in Vienna, reports the re- 
sults of employing Horbaczewski's nuclein in seven cases of 
puerperal infection. The cures efifected in some of these cases 
certainly warrant a further trial of the method. To my mind 
this plan of treatment gives greater promise of practical results 
than does the serum therapy. 

Dr. C. B. Penrose gave a description of 

A USEFUL METHOD OP GAUZE DRAINAGE OP THE ABDOMEN. 

I present very briefly a drain which I find useful when it is 
desirable to use gauze in pelvic or abdominal surgery. 

The objection to the ordinary gauze drain is the diflSculty in 
removing it if kept in the abdomen longer than forty-eight or 
seventy- two hours. In some cases it is almost absolutely im- 

» Centralblatt fttr Gynftkologie, No. 17, 1896, p. 441, 
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possible to remove it, without using undue force, for two or 
three weeks after the operation. 

This difficulty of removing gauze made me give up the use of 
this method of drainage in the' early part of the winter, until I 
thought of the method which I show you to-night. This drain 
consists of the ordinary Mikulicz gauze drain, which is thrust 
through a rubber condom the end of which has been cut oflf. 

I have used this drain in twenty-five or thirty cases this win- 
ter, and have always been able to withdraw it about as easily 
as the ordinary glass tube. 




uterus with the suspensory ligament, eighteen months after the operation of ventro- 
suspension. 

Dr. Penrose also exhibited 

A UTERUS REMOVED EIGHTEEN MONTHS AFTER THE OPERA- 
TION OF VENTROSUSPENSION. 

This uterus was removed from a woman eighteen months 
after the operation of ventrosuspension had been done, and I 
show it to you because it presents so well the ligament which 
was artificially formed. The ligament measured two and a 
half inches when removed four or five days ago, but both it and 
the uterus have contracted. The small mass at the top is a 
portion of peritoneum which I cut away in order to remove the 
ligament entire. I amputated at the internal os. There were 
no adhesions whatever about the uterus or abdominal incision, 
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except this baxid which can hardly be called an adhesion. The 
uterus was perfectly movable, and I do not think such a pUable, 
yielding structure could in any way interfere with pregnancy. 

Dr. K. C. Norris.— I should like to ask Dr. Penrose whether 
he found that the uterus had dropped two and a half inches. 

Dr. Penrose. — The fundus was not turned over; the uterus 
was in its normal position as examined bimanually before opera- 
tion. The uterus had stretched the suspensory ligament, but 
had done so by falling down in the pelvis. The uterus, when 
stitched in the position of ventrosuspension, is too far forward 
and too high up, and this ligament had yielded to allow the 
uterus to get back to its normal position in the pelvis. 



Stated Meeting, October 15th, 1896. 
J. B. Shober, M.D., in the Chair. 

By invitation Dr. W. F. Sprenkel read a paper on 

prolonged PREGNANCY. 

My attention has been called most forcibly to the above title, 
from the fact that I have had under my care at the University 
Hospital Maternity during the past year two very striking ex- 
amples, in one of which cephalotripsy was performed and in the 
other Cesarean section. 

That these operations were necessitated solely on account of 
the great prolongation of pregnancy can be readily seen from 
an examination of the histories of the cases, which were as fol- 
lows : 

Case I. — M. G., white, aet. 42; family and personal history 
negative ; IVpara, last being twins ; two miscarriages. Pre- 
vious labors difficult, although easily terminated by the use of 
forceps. She was brought to the Maternity in the ambulance 
at 3:30 o'clock in the afternoon of August 3d, 1896, having been 
in active labor for thirteen hours. At this time the history 
elicited was as follows : Menstruated last September 26th, 1895; 
fetal movements first noticed about February 15th, 1896. As 
far as she knew, this, pregnancy was in no way diflPerent from 
preceding ones except for its long duration. 

Abdominal palpation showed fundus at the ensiform carti- 
lage ; back of child in right flank ; head large, resisting, and 
freely movable above the pelvic brim ; contraction ring about 
three inches above symphysis pubis ; the abdomen large and 
pendulous. Auscultation was negative. Neither fetal heart 
sounds nor uterine souffle were heard, although heart sounds 
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were distinctly heard earlier in the day by the attending physi- 
cian. Vaginal examination showed the os fully dilated, the 
membranes ruptured, lower uterine segment very thin, sagittal 
suture in the transverse diameter, occiput pointing to the right. 
The true conjugate diameter, estimated by digital measure- 
ment, was 8.5 centimetres. 

In order to ascertain positively whether the child was dead, 
as suspected, a hand was introduced into the uterine cavity and 
the cord palpated. It was found pulseless, and, in view of this 
positive evidence of the child^s death, craniotomy was selected 
as offering the best method of delivery. 

This was performed in the usual way : parturient tract made 
thoroughly clean ; head fixed with volsella forceps ; skull per- 
forated at site of anterior f ontanelle ; brain substance washed 
out with large two-way metal catheter and sterile water. An 
attempt was then made to extract the child with the cranio- 
clast ; this failing, the cephalotribe was applied, the skull 
crushed and extracted with the greatest difficulty. An effort 
was next made to deliver the shoulders, which were felt to be un- 
usually large. This was unsuccessful at first, but finally, with 
the help of an assistant pulling upon the neck, they were ex- 
tracted by making strong, continued traction by means of an 
index finger hooked under each axilla. The placenta was ex- 
pressed almost immediately, the womb contracting quite firmly. 
The child was a male, measured 56 centimetres in length, and 
weighed 5,542 grammes. The skull was so crushed that no 
measurements could be taken ; the bisacromial diameter, how- 
ever, was 20 centimetres. 

Oase II. — R. L., Italian, set. 40; no family history obtain- 
able ; personal history negative ; Vpara ; one miscarriage. 
Previous labors normal, none but the first being unusually pro- 
longed. She was sent to the Maternity at 11 :30 o'clock in the 
evening of April 27th, 1896, after having been in active labor 
for tbirty-six hours. I saw this case with Dr. Hirst, the his- 
tory being as follows : Menstruated last June 12th, 1895 ; fetal 
movements noticed about November 1st ; labor pains began 
about 10 o'clock in the morning of the 26th of April, 1896, and 
continued strong and active until about three hours previous to 
her arrival at the hospital. During this time she was attended 
by three physicians, each of whom attempted to extract the 
child with axis-traction forceps. 

Abdominal palpation showed the fundus well up to the ensi- 
form cartilage, the child's back to the left, the head freely 
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movable above the superior strait ; contraction ring midway be- 
tween symphysis pubis and umbilicus. Auscultation revealed 
uterine souffle, but no fetal heart sounds. Vaginal examination 
showed the vulva and vaginal walls greatly edematous and 
lacerated from previous efforts at extraction, the os fully 
dilated, membranes ruptured, the lower uterine segment ex- 
tremely thin ; sagittal suture in the transverse diameter, and 
the small fontaneUe looking toward the left. The true conju- 
gate diameter was estimated at 8.75 centimetres. 

Although the child was thought to be dead, yet, on account 
of the condition of the vagina, already infected and sure to be 
seriously injured by the passage of the child, the high position 
of the contraction ring, and the almost certain infection of the 
womb, Cesarean section was decided upon, the Porro operation 
being performed. No unusual difficulty was encountered in 
the operation, and a female child with an enormously de- 
veloped head was extracted. The measurements were as fol- 
lows : length, 55 centimetres ; bisacromial, 18 centimetres ; 
bitemporal, 9.5 centimetres; biparietal, 10 centimetres; oc- 
cipito-frontal, 13. 5 centimetres ; occipito-mental, 15 centimetres; 
trachelo-bregmatic, 10 centimetres ; circumference, 40 centime- 
tres; weight, 5,280 grammes. 

What, then, are the dangers of the prolongation of preg- 
nancy ? Certainly the greatest is the overgrowth of the child. 
Both of these women, although having minor degrees of con- 
tracted pelvis, had given birth to children of average size and 
at term without special difficulty. But allow an extra four 
weeks of intrauterine growth as in the first case, and five 
weeks as in the second, and we have enormously developed 
children which from their size alone demand the most serious 
operations in obstetrical surgery. Had these women been de- 
livered at term of children with soft, compressible heads of 
average diameters, no such difficulties would have been encoun- 
tered and both children would in all probability have been alive 
to-day. 

But there are other, although less obvious, dangers, the result 
of the prolongation of pregnancy. What obstetrician has not 
seen serious "kidney breakdown'' in the last few weeks of 
pregnancy ? And how much more apt is this to occur in those 
who are overdue ! The kidneys, probably the most sensitive 
of all the abdominal organs, have been working "time*' and 
" half-time '' for the past nine months. Extend this physiologi- 
cal nine months to a pathological ten months or more, and the 
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result is kidney insufficiency, eclampsia, and possibly the death 
of both mother and child. I have myself seen two cases of this 
character during the past year. 

Of all the causes of "accidental " hemorrhage, probably the 
most common is the prolongation of pregnancy. Recognizing 
fatty degeneration of the placental attachment as one of the 
causes of beginning labor, we can readily understand how, if 
for any reason pregnancy is prolonged, there may be a prema- 
ture separation of the placenta with its inevitable hemorrhage. 

Post-partum hemorrhage may also be a result of prolonged 
pregnancy, since any condition which unduly distends the ute- 
rine walls may by this overstretching cause failure of, or imper- 
fect contraction of, the uterine muscle with its accompanying 
hemorrhage. 

Finally, I wish to call your attention to the fact that septic 
infection is more likely to occur in these cases than after a preg- 
nancy of normal duration. We know now definitely that the 
tissue cells possess a certain power of resistance, which when 
normal is sufficient to overcome, in most instances, the invasion 
of pathogenic bacteria. Given, then, a case in which the entire 
system is enervated and enfeebled by this excessive strain ; in 
which the womb contracts imperfectly and therefore retains 
portions of blood clot, decidua, and the like ; in which the en- 
tire parturient tract has suffered an exaggerated pressure, con- 
tusion, and laceration — how much more readily will these tis- 
sues, thus deprived of their vitality, yield to the attack of 
pathogenic micro-organisms ! Yet another cause for the great 
frequency of infection in these cases is explained by the large 
number of vaginal and sometimes intrauterine examinations, 
the frequency with which forceps are used, and also the intra- 
uterine manipulations, such as version, which may be necessary 
to secure delivery. 

And not alone does the mother suffer from this prolonged 
gestation. The dangers to the child are even more grave. Pro- 
longed and continuous pressure of the brain centres may de- 
velop a fatal asphyxia, or later may cause imperfect physical 
development or defective cerebration ; delayed labor, with pre- 
mature efforts at respiration, may result in an inspiration pneu- 
monia ; faulty positions may be a cause of prolapse of the cord; 
and that class of cases in which the disproportion between fetal 
head and maternal pelvis is great, as in the one just reported, 
may require some form of embryotomy. 

Knowing, then, the more common dangers of the prolongation 
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of pregnancy, should we not take every precaution to prevent 
them ? And in what should this prophylaxis consist ? The 
rule which has been followed at the University Maternity, and 
which has met with the most satisfactory results, is to termi- 
nate pregnancy if it extend two weeks beyond the expected date. 
By allowing pregnancy to extend only fourteen days beyond 
term, the danger of overgrowth of the child, as well as the 
chance for a premature birth, are both minimized. 

The question may be here asked : In what percentage of cases 
is pregnancy unduly prolonged ? According to Winckel, who 
bases his statistics on an examination of 20,000 cases, 6 per cent 
of pregnancies are prolonged beyond the three hundredth day. 
An examination of 1,000 consecutive cases at the Preston Re- 
treat shows 23i per cent prolonged beyond the two hundred and 
ninety-fourth day. Of 480 cases at the University Maternity^ 
99 were prolonged beyond the two hundred and ninety-fourtk 
day (21 per cent). The disproportion in these percentage* 
arises from the fact that Winckel's statistics were based on 
cases that extended three weeks beyond term, while at the 
Preston Retreat and the University Maternity two weeks was^ 
taken as the limit of prolongation. 

Especially is this prolongation apt to occur in primiparae past 
the age of ^0, in whom it is particularly unfortunate, since in 
these cases labor at term is usually difl&cult on account of the 
rigidity of the muscular, ligamentous, and bony structures. 

As to the method of inducing labor, the simplest and most 
effective is the introduction of a sterile bougie into the uterine- 
cavity between the membranes. The technique of this opera- 
tion — if operation it can be called — is exceedingly simple : 1 . The- 
patient should lie in the dorso-sacral position, with legs and 
thighs flexed and widely separated ; the buttocks should extend 
well beyond the edge of the table. 2. The external genitals,, 
vagina, and cervix should be thoroughly cleansed by a vigorous^ 
scrubbing with linimentum saponis viridis and pledgets of baked 
cotton, followed by a copious douche of bichloride solution 
(1 :4000). 3. Two fingers of the left hand, previously steril- 
ized and well lubricated with five per cent carbolized oil, should 
now be introduced into the vagina ; the middle finger pressed 
against the external os. which will gradually dilate until tip 
of finger is at or beyond the internal os. 4. An elastic, silk 
bougie (No. 17 French), previously sterilized by soaking in cold 
bichloride solution (1 : 1000) for one hour, is now passed along 
the groove between middle and index fingers until it enters the- 



Digitized by 



Google 



COLLEGE OF PHYSICIANS OF PHILADELPHIA. 109 

uterine cavity and extends from seven to nine inches between 
the decidua vera and reflexa. 5. Finally, the bougie is kept in 
position by a vaginal tampon of iodoform gauze. The patient 
then lies quietly in bed, labor beginning after a variable period, 
the average being twelve hours. If at the end of twelve hours 
there are no signs of beginning labor, a second and larger 
bougie may be inserted by the side of the first. If this fails, 
after the lapse of another twelve hours, the cervix, which has 
become very much softened, may be easily dilated by means of 
Barnes" bags. 

I have the records of more than 150 cases of labor induced in 
this manner, and all have been perfectly normal and satisfac- 
tory in every respect. The dangers of sepsis, if performed in a 
cleanly manner, are as nothing compared with the dangers of 
all the unfavorable possibilities above described. 

Dr. Richard C. Norris. — I have listened with much inte- 
rest to Dr. SprenkePs paper. Of the many dangers which 
were enumerated, perhaps the most important, because the 
most frequently met with, is the danger of overgrowth of the 
child. It is my impression from my work, particularly at the 
Preston Retreat, that many of my forceps operations have 
been in women whose pregnancies have been prolonged ; and, 
while I have not looked up the records to get accurate data, a 
careful study of the cases would probably confirm that state- 
ment. 

As to premature detachment of the placenta, my experience 
offers but one case which I could attribute to prolongation of 
pregnancy. 

The rule to induce labor on a case that has gone two weeks 
over the estimated time I think is a good one. Some uncer- 
tainty, however, attends the selection of the time for inter- 
ference, since we have no accurate means of determining the 
absolute duration of pregnancy, and since we know that in the 
tsame individual the duration of pregnancy may vary from one 
to three weeks. We cannot be sure of a count from the last 
menstruation. Whether the impregnated ovule was discharged 
at the last menstrual period or just before the first missed period 
we are unable to say, and there is therefore uncertainty of 
from one to three weeks. With that uncertainty in view I 
thiak we are justified in allowing the woman to go two weeks 
over her time. It is my practice to induce labor at that time, 
when subsidence of the uterus has not occurred. 

The same difficulty of determining the duration of pregnancy 
meets us when we come to induce labor before term, and an 
error of three weeks here will sometimes be disastrous for the 
child. 

A case bearing on this latter subject comes to my mind at 
this moment — one I have recently had at the Preston Retreat. 
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The woman in her first pregnancy went over her time, she 
claims, six weeks. She was delivered with great difficulty of a 
very large dead infant. Her second labor occurred at the 
Retreat. She entered the hospital at term, according to her 
-estimate. Feeling a little uncertain about her menstrual his- 
4;ory, I allowed her pregnancy to continue for three weeks, 
when she fell in labor and was delivered with forceps with 
•difficulty on account of the large size of the child. The child, 
•on the third day, died of inspiration pneumonia. I instructed 
her, should she again conceive, to come to the Retreat in ample 
"time for an induced labor, and requested her to keep an exact 
account of her last menstrual period and of the date of quick- 
ening. She returned with these dates well remembered, and 
they both agreed exactly to bring her full term on the 1st of 
October. She did not fall in labor on that date. Labor was 
induced two weeks later, when she was delivered of a prema- 
ture child weighing four and a half pounds. This simply 
showed that the calculations were wrong. She was very 
stout, so I could not by the ordinary abdominal examination 
get any approximate idea of the size of the child. 

The dangers of inducing labor were touched upon in the 
paper. It seems to me it is very free from danger, yet re- 
cently I had an accident worth recording. The introduction of 
a bougie was attempted in a prima gravida. The cervix and 
internal os were very rigid and undilated, scarcely admitting a 
No. 17 French bougie, so that I had to use gentle manipulation 
"to dilate the cervix with my finger. I then attempted to intro- 
duce the bougie, and as the tip of the bougie passed the inter- 
nal OS its grasp interfered with deflecting the tip of the bougie 
from the amniotic sac. Without employing any force what- 
ever the amniotic sac was punctured. Not thinking very much 
of this accident, I left the woman for a time, and in the course 
of two or three hours found a prolapsed cord in which the 
pulsations had ceased. That is a danger which is liable to 
happen at any time, and one that under similar conditions it is 
difficult to prevent. 

As to the method of introducing the bougie, I have found the 
following method of advantage. The difficulty is that, on ac- 
count of the warmth and moisture of the vagina, the bougie 
becomes very soft and bends readily. I find it much better to 
introduce a stylet into the bougie up to within one or two 
inches of the end of the bougie. I remember, when a resident 
physician at Blockley, we had great difficulty in introducing 
the catheter in cases of prostatic hypertrophy with retention of 
urine, but on introducing into a silk catheter a stylet bent to 
the shape of a prostatic catheter we were enabled to enter the 
bladder by partially withdrawing the stylet at the moment the 
catheter touched the prostate. By the same means I make the 
point of the bougie hug the anterior uterine wall and keep 
away from the amniotic sac. Furthermore, that means of in- 
troducing the bougie makes the part that is in the vagina firm 
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and steady, since it is supported by the stjrlet. The part that 
is in the uterus contains no stylet and is perfectly soft and flexible. 

The subject of prolonged pregnancy is an important one. 
From Winckel's statistics we know tnat in six or seven per 
cent of women pregnancy is prolonged to at least two hundred 
and ninety-four or three hundred days. I think it is a safe 
rule to induce labor two weeks after the expected time of de- 
livery, and particularly in primiparse, when the head has not 
entered the pelvis. 

In a very large percentage of my cases prolonged pregnancy 
is due to this fact : women who come to the Preston Ketreat 
are of the working classes, and they enter two weeks before 
term ; they frequently enter very much earlier than that when 
they have misrepresented the date of their last menstruation 
in order to secure an early admission. They have nothine to 
bring on active labor pains at term, as would occur in tneir 
own homes when engaged in their every-day work. I believe 
it is far more common in lying-in hospitals to have prolonged 
pregnancy than in women in private practice engaged in their 
usual domestic duties. For that reason hospital patients should 
be watched all the more closely, with the idea in view of induc- 
ing labor two or three weeks past the estimated date of con- 
finement. I have never seen any reason to believe that pro- 
longation of pregnancy would predispose to infection or make 
it necessary to do any operation other than perhaps a forceps 
operation. Doubtless it would be possible, under some circum- 
stances, to have overgrowth of the child to such a large extent 
that a more serious operation would be necessary. I remember 
a case I saw with Dr. Bloom not long ago where pregnancy 
had been prolonged. The child presented in the occipito-pos- 
terior position. Delivery was accomplished by forceps. The 
infant breathed and cried lustily when its head was born, but 
the size of its shoulders impeded and made a formidable ob- 
stacle to its delivery. In that cape one shoulder caught at the 
upper edge of the symphysis pubis, and it was impossible to 
extract the child in time to save its hfe. It finally required the 
introduction of my hand into the vagina beside the child's 
large body, and caused laceration which required extensive 
stitching. In one other case I have had a similar experience, 
and Prof. Hirst recently told me the same thing occurred to 
him, and that if he had not happened to have a blunt hook 
with him he would have been perplexed to know how to extract 
the child. That prolongation of pregnancy causes overgrowth 
of the child, particularly of its head and shoulders, there can 
be no doubt. 

Dr. Charles P. NoBLE.^It seems to me that every case 
ought to be studied on its merits — those of prolonged pregnancy 
as well as others. Certainly in a positive way we can gain 
something from a careful examination of the particular patient. 
If on examination the child's head is found well down in the 
pelvis, and the woman's urine is normal and her general condi- 
tion good, there is no indication for interference. 
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In a case like that referred to by Dr. Norris, where it was 
not practicable to map out the relation between the head and 
pelvis, such consideration would not hold ; but it seems to me 
"the routine plan to induce labor in everjr woman supposed to be 
two weeks over time would result in inducing labor in many 
women in whom it was entirely unnecessary. The induction of 
labor is not a dangerous operation, but it is meddlesome mid- 
wifery to interfere if there is no occasion for it. , 

Dr. Sprenkel. — There is, of course, an exception to every 
rule, and at the University Maternity we make an exception, 
as Dr. Noble suggests, in those cases in which the head is low 
down in the pelvis and where the symptoms from pressure are 
not annoying. At the same time it is our general rule to induce 
labor in patients who have gone two weeks or more beyond 
term, and we have found it most satisfactory. 

As to the danger of perforating the amniotic membrane, re- 
ferred to by Dr. Norris, I have had this accident occur in two 
or three cases and have seen no bad results follow. The perfo- 
rations have been high up, and the only consequences the dis- 
charge of a portion of the liquor amnii. 

I have never experienced any difficulty in inserting a bougie 
in those cases which have gone beyond term ; the cervix is 
always soft and the cervical canal easily dilatable. In a few 
cases where I have induced labor from four to six weeks before 
term I have found the cervix rigid and non-dilatable. In these 
cases I have no doubt that the aid of the stylet, as Dr. Norris 
suggests, would very much facilitate the entrance of the bougie. 

Dr. Charles B. Penrose read a paper on 

HYSTERECTOMY BY COMBINED ABDOMINAL AND 
VAGINAL OPERATION. 

For the past year I have been performing complete hyste- 
rectomy for cancer by a combined method of operation through 
the abdomen and vagina. In the combined operation, as usu- 
ally performed, the vaginal part of the operation is done first, 
the abdominal part last. 

In the method of operating which I have followed I have 
begun through the abdomen and have finished the operation by 
way of the vagina. This method seems to me to present seve- 
ral distinct advantages. The following is the technique : The 
abdomen is first opened. The ovarian arteries and the round 
ligaments are secured by ligatures. The broad ligament is 
divided down to tha level of the internal os, and the bladder is 
dissected from the anterior face of the uterus and the upper 
portion of the vagina. A small gauze pad is then inserted in 
the space between the bladder and the upper portion of the 
anterior vaginal wall. A similar pad is inserted at the bottom 
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of Douglas^ pouch, immediately behind the upper portion of 
the posterior vaginal wall. The abdominal incision is then 
closed. The woman is placed in the dorso-sacral position ; the 
cervix is exposed through the Sims speculum ; the posterior 
vaginal fornix and the anterior vaginal fornix are opened by 
incisions made directly over the gauze pads. The incision may 
be made boldly and quickly, because the pads prevent intes- 
tinal injury. The vaginal mucous membrane is then divided 
on the sides of the cervix, and the bases of the broad ligaments 
are secured with large forceps. The uterus is then cut away 
and is removed through the vagina. The gauze pads are with- 
drawn and the vagina is packed with gauze. 

The advantages which this method of combined operation 
possesses over the operation which is usually performed of 
entering the vagina first and finishing through the abdomen, 
are the following : The dirty part of the operation is done last. 
The 'septic cervix is withdrawn through the vagina and not 
through the peritoneal cavity. 

The vaginal part of the operation is facilitated by the prelim- 
inary separation of adhesions in the upper part of the pelvis ; 
by the division of the upper portions of the broad ligaments ; 
and by the dissection of the bladder from the uterus, this ope- 
ration being easier from above than by way of the vagina. 

The operation seems to me also to possess some points of 
advantage over the operation of complete hysterectomy from 
above as it is usually performed to-day. 

In complete hysterectomy the vaginal vault is either closed 
by suture after the uterus has been removed, or, more usually, 
the safer method is followed of leaving the vaginal vault open 
and draining by gauze through the vagina. If the latter 
method is employed there is usually infection of the ligatures 
which secure the uterine arteries, with resulting persisting sin- 
uses. This difficulty is, of course, avoided by the use of cat- 
gut ligatures. 

Again, when the vaginal vault is opened from above the 
operator cannot determine with certainty that the incision is 
made outside of all infiltrated tissue, and in case of cancer of 
the cervix it is frequently necessary to excise a portion of the 
vagina after the uterus has been cut away. This is contrary 
to the sound surgical advice to remove cancerous tissue in one 
mass when possible. 

Dr. Charles P: Noble. — I have listened to the paper by 
Dr. Penrose with interest, because the proposition as he presents 
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it is certainly very favorable. I have operated for cancer of 
the uterus by vaginal hysterectomy, by abdominal hysterec- 
tomy, and sl&o by combined hysterectomy. The combined 
method, as referred to by Dr. Penrose, was to begin below and 
finish above ; and, as he {K)ints out, it has the objection that 
one is liable to carry infection from below into the peritoneal 
cavity. 

It seems to me, however, that by pushing the abdominal part 
of the operation a little further the method could be improved 
upon — that is, to ligate all the vessels from above except those 
in the vagina itself. We would not infect the peritoneal cavity, 
because, the vagina not being opened, infection would not be 

? resent. I think that the steps or the operation as perfected by 
Jlark, of John Hopkins, could be perfectly well carried out, 
with the exception of the closure of the peritoneum. 

I intend to make use of the suggestion presented by Dr. Pen- 
rose, modifying it by endeavoring to remove as much of the broad 
ligaments as feasible. I have done the operation as elaborated 
by Dr. Clark, and it is a very formidable one ; if the patients 
are not in a very good condition, unquestionably the mortality 
will be considerable. It takes nearly two hours to do the ope- 
ration along the lines laid down by Dr. Clark, and it takes a 
pretty vigorous patient to withstand a two-hour operation. I 
think the time can be considerably lessened by adopting the 
plan proposed by Dr. Penrose of finishing up from below and 
packing with gauze. 

Dr. C. B. rBNROSE. — My objection to ligating the uterine 
arteries, as Dr. Noble has suggested, is the (mnger of infection 
of the ligatures and subsequent persistent sinuses. This danger 
does not apply to the ligatures upon the ovarian arteries and 
round ligaments, because they are so far removed from the 
vaginal vault. 



Stated Meeting, November 19th, 1896. 
B. C. Hirst, M.D., in the Chair. 

r 

Dr. C. B. Penrose read the report of 

AN ENORMOUS FIBROID TUMOR OF THE UTERUS. 

F. B., age 39; married twenty-two years ; Illpara. Men- 
strual history: Began at 14; duration five to six days; painful. 
Menses regular until 1894, when she began to suffer with pro- 
fuse bleeding and leucorrhea. She first noticed a tumor in the 
abdomen, about the size of a duck egg, sixteen years ago. This 
tumor increased very slowly until four years ago, when it 
began rapidly to enlarge. The growth had been painless until 
the rapid increase in size began. Since then she has suffered 
continually with abdominal pain. At present she complains of 
backache and disability produced by the enormous size of the 
tumor. The following condition was found upon her admis- 



Digitized by 



Google 



COLLEGE OF PHYSICIANS OF PHILADELPHIA. 



115 



sion to the hospital, October 13th, 1896: General appearance 
good; weight, 204 pounds; bowels regular; appetite and diges- 
tion good ; urination normal ; urine, specific gravity 1016, 
normal. Physical examination showed the large tumor seen in 
the accompanying illustration. When the woman stood erect 
the lowest portion of the tumor reached to the knees. The cir- 
cumference of the abdomen was 54 inches in the recumbent 
posture, 58i in the erect. The boss or knob shown in the illus- 




Enormous fibroid tumor of the uterus. 

tration at the position of the umbilicus consisted of a subperi- 
toneal fibroid which had made its way through the umbilical 
ring. The diagnosis of edematous fibroid tumor of the uterus 
was made, and celiotomy was performed October 17th, 1896. 
The tumor was found to consist of a number of large lobes 
which had become closely pressed and fitted together. The 
omentum was adherent over the upper portion of the tumor. 
The tumor had developed between the layers of the mesocecum. 
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The vermiform appendix had been stretched out to about seven 
inches in length, and with the cecum had been carried up by 
the growing tumor to the diaphragm. On account of the intra- 
ligamentous development of the tumor it was impossible to 
perform preliminary ligation of any of the pelvic vessels, 
except the left ovarian artery, which was easily secured. The 
capsule of the tumor was then incised on the right side and 
the mass enucleated. The right ovarian artery and the uterine 
arteries were secured after the tumor had been removed. The 
tumor was removed in forty-five minutes. Very little blood 
was lost, except that which remained in the tumor. The meso- 
cecum was closed by suture; a ^auze drain was carried through 
the vagina and another from the lower angle of the abdominal 
incision. The patient was returned to bed in good condition, 

Eulse being 120. She died suddenly and unexpectedly, four 
ours after operation, from heart failure. The tumor, drained 
of blood, weighed 87 pounds. It proved to be an edematous 
fibroid. The following pathological report was made ly Dr. 
Beyea : " The specimen is a very large, edematous fibroid 
tumor weighing 87 pounds. Is composed of a series of nodules 
varying from the size of a hen's egg to an adult's head. It 
measures 50, 50, 52^, and 32^ centimetres in its various dia- 
meters, and apparently grew from the right anterior surface 
of the uterus. 

The autopsy, made by Prof. Quiteras, was as follows: " Body 
of a somewnat emaciated colored woman. The lower extremi- 
ties are edematous, the left leg is considerably so; abdomen re- 
markably flaccid. There is an incision in the median line from 
a few inches below the ensif orm to the pubes. Cloths found 
over the incision and the two pieces of gauze protruding from 
the wound are stained with bloody serum. On opening the 
abdomen we find the parietal peritoneum generally thickened 
and presenting numerous foci of hemorrhagic infiltration 
around two ligatures. No blood or other abnormal contents 
found in the abdominal cavity. The dome of the diaphragm 
rises to the third intersmce on the left and the second inter- 
space on the right side, border of liver about three centimetres 
above the edge of the thorax. Spleen somewhat soft, of normal 
color, and measures 9jx7x2i centimetres; weight 100 grammes; 
section, some prominence of the Malphigian bodies, otherwise 
normal. On removing several large folds of mesentery enor- 
mously distended veins with their uiin walls are found; one of 
these had been ligated in the operation. Some of these veins 
open directly into the vena cava. Left suprarenal small, hard, 
and shows increase of connective tissue. Ri^ht kidney and 
ureter are in normal position; the left ureter is tortuous and 
distended to three times its normal size. Left kidney is soft, 
somewhat globular in shape, measures 10ix6ix2i centimetres; 
capsule slightly adherent, surface of organ of a pale gray color; 
on section the pelvis is found considerably distended and con- 
taining urine; pyramids somewhat flattened and the renal sub- 
stance of a pale gray color; weighs 140 grammes. Right ureter 
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normal; right suprarenal similar to the left. Right kidney 
normal in shape, pale in color; section smooth, pale gray; there 
is no hydronephrosis; measures Ilx5fx3 centimetres; weighs 
130 grammes. Pelvis: Bladder greatly thickened. Uterus 
absent, except a very small portion around the external os, 
which shows that the cervix must have undergone considerable 
atrophy. The vagina is cut across below the cervix on the left 
side, and on the right the incision is just above the external 
orifice of the uterine canal. Broad ligaments: Remnants 
contained in several ligatures on both sides. Liver normal in 
size, somewhat distorted; it is infiltrated with bile; gall bladder 
is full. Heart: Some hypertrophy of left ventricle; right 
side has nothing abnormal; wall of left ventricle fourteen milli- 
metres in thickness; cavity not dilated; aortic and semilunar 
valves slightlj'^ thickened, but evidently sufficient; papillary 
muscles firm and present a whitish color toward the apices; 
aorta presents a few patches of atheroma; heart weighs 280 
grammes. The cardiac muscle is of normal consistence and 
color, except in the papillary muscle where there is some evi- 
dence of fibroid change/^ 

The interesting feature of this case is the enormous size of 
the tumor. Death was undoubtedly due to the sudden relief of 
pressure upon the vascular system. 

Dr. Penrose also reported 

A SPONTANEOUS RUPTURE OF AN OOPHORITIC CYST. 

E. S., white; housewife; 57 years of age; IVpara. Admitted 
to the University Hospital November 4th, 1896. Menstruation 
first appeared when she was 15 years of age, and was regular, 
but very painful, up to the time of the menopause nine years 
ago. She had always enjoyed good health, except for occa- 
sional attacks of diarrhea which had been present during the 
last twelve years. One year ago she noticed for the first time 
a tumor in the right ovarian region. It was painless and gave 
trouble only on account of its size. It grew progressively for 
five months, attaining a size equal to that found upon her 
present admission to the hospital. At this time, without appa- 
rent cause, she was suddenly seized with a severe lancinating 
pain in the right ovarian region. The pain rapidly extended 
throughout the whole abdomen. It continued for an hour, and 
was so severe that morphia was administered. Within half an 
hour after the onset of the pain the tumor had disappeared. 
About half an hour after the onset of the pain she passed in- 
voluntarily a large quantity of urine, and marked diuresis con- 
tinued for four or five days. The tumor remained absent for 
about a month, and then reappeared and slowly developed as 
before iip to the time of her admission to the University Hos- 
pital. On the day of admission to the hospital she had travelled 
in the cars about two hundred and fifty miles. She was 
immediately examined and the following condition found : A 
large, smooth, unilocular ovarian cyst filling the abdominal 
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i 
cavity, probably growing from the right side^ uterus atrophied, 
pushed backward, and to the left. Fluctuation in the cyst was 
plainly demonstrable. No free fluid existed in the peritoneal | 

cavity. Examination of urine: specific gravity 1020; acid: a \ 

few granular and hyaline casts; no albumin; no sugar. The | 

abdomen measured thirty-eight inches in circumference. The 
patient was placed in bed, and, on account of the pressure of 
operative engagements, operation was postponed for a week. 
Upon the evening of the day of admission to the hospital she 
had two severe attacks of hiccough ; complained of slight 
abdominal pain. The following morning the resident physician 
found her comfortable and the tumor apparently unchanged. 
Four days after admission she observed that the tumor was 
slowly diminishing in size, and in three days more it had 
entirely disappeared. During these seven days the patient 
states that she passed an abnormally large quantity of urine. 
The amount of urine passed was, unfortunately, not measured 
by the nurses. There was no disturbance whatever of tenape- 
rature or pulse, and no other symptoms beyond those just 
described. In fact the woman did not call my attention to 
the change in the size of the abdomen until I was about to 
make an examination twenty-four hours before the time which 
had been set for the operation. The diagnosis of spontaneous 
rupture of an ovarian cyst was so obvious that celiotomy was 
performed on November 13th. About two quarts of straw- 
colored, somewhat gelatinous fluid were found in the peritoneal 
cavity. The intestinal and parietal peritoneum was much con- 
gested. A collapsed right unilocular oophoritic cyst was found 
and removed. At a point in the cyst wall furthest removed 
from the pedicle was a patch of brownish-yellow, degenerated 
tissue about the size of the palm of the hand. Running across 
this patch was an irregular rent three inches in length. The 
free fluid in the peritoneal cavity was removed by sponges and 
the abdomen closed. Convalescence has been uninterrupted. 
An examination of urine since operation shows that it is normal 
in all respects, no casts being found. 

This case illustrates beautifully the symptoms of spontaneous 
rupture of an ovarian cyst with unirritating contents, these 
symptoms being: sudden onset of abdominal pain; alteration in 
the shape of the abdomen, with disappearance of the tumor; 
profuse diuresis which lasts for three or four days after the 
rupture. The diuresis in the present case seems to have ap- 
peared remarkably soon — within half an hour after the rup- 
ture. It seems probable that the first involuntary escape of 
urine may have been caused, not by absorption from the peri- 
toneum with resulting distension of the bladder, but by the 
change which took place in the intra-abdominal pressure. The 
second rupture appears to have taken place much more slowly 
than the first, for the shape of the abdomen changed, not 
suddenly, but gradually, and the tumor disappeared gradually. 
It is probable that a small rent or perforation occurred in the 
cyst wall as a result of degeneration, and that this gradually 
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extended. The exciting cause of the second rupture may be 
found in the long railroad travel and the attacks of hic- 
cough. 

Pathological Examination of Specimen, — The specimen 
was a ruptured unilocular oophoronic cyst which, when dis- 
tended with water, measured 20, 17, and 12.5 centimetres in its 
various diameters. The outer surface was smooth, except at 
the site of rupture and over an area, four centimetres square, 
on the posterior surface, where the outer wall had apparently 
been broken through from over-stretching, or possibly it was 
the site of a previous rupture. Generally distributed over the 
surface were seen numerous minute punctate hemorrhages. 
The rupture, which is an irregular tear due to degeneration 
of the wall advancing from the inner surface, measured nine 
centimetres in length and was found at about the greatest 
height a distance of eighteen centimetres from the pedicle and 
mesosalpinx. The inner surface of the tear for a distance of 

fenerally two centimetres is composed of a brownish-yellow, 
egenerated tissue, the degeneration involving particularly the 
inner, but also the outer or fibrous wall. The inner surface of 
the cyst was smooth, except for two small cystic multilocular 
nodules, each the size of a small walnut. No degenerated 
tissue was seen beyond that described. The cyst completely 
destroyed the paroophoron, but the mesosalpinx and Fallopian 
tube were normal. 

Microscopical Examination. — Microscopical sections taken 
from the cyst wall at the site of rupture show advanced myxo- 
matous degeneration. The degeneration is most extensive in 
the tissue of the inner wall, but also partially destroys the inner 
half of the outer or fibrous wall. It is self-evident that rupture 
of this cyst resulted from this myxomatous degeneration. 

Dr. Hirst. — I have had two interesting* experiences myself 
in rupture and apparent rupture of ovarian cysts. In one case 
I was about to operate on a large ovarian tumor. Four or five 
days before the time of the operation the woman complained 
of pain in the abdomen and developed most of the symptoms of 
spontaneous rupture, but the abdomen did not change in shape 
or size at all. When the operation was performed I found 
a very large dermoid cyst, which had ruptured and had dis- 
charged a part of its sebaceous contents, that had slowly oozed 
out into the peritoneal cavity, sticking to everything and be- 
coming embedded in some peritoneal exudate which had been 
poured out in consequence of the peritoneal irritation. There 
was not an inch of intestines uncoated with this stuff, and the 
parietal peritoneum was also well covered. It was impossible 
to get it out. I washed the peritoneum persistently and en- 
deavored to wipe the cyst contents away, but it was impossible 
to dislodge it. • The tumor was removed and the abdomen 
closed. As I expected, the immense amount of putrescible 
material left behind soon began to decompose, and within 
twenty hours the woman was dead from septic peritonitis. 
The other case happened recently and I do not quite understand 
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it yet. The woman was being prepared for the removal of an | 

ovarian cyst the following morning. The diagnosis was easy : | 

it was obviously a multilocular cystic tumor. In the evening, i 

while undergoing a preparatory cleansing of the abdomen, she ■ 

said she felt something burst inside of her, and immediately a 
larffe amount of water gushed apparently from the vagina, 
soaking the mattress and wetting the floor. The woman then 
expressed a desire to go to the water-closet, and there passed 
about an equal quantity of fluid. The portion of the fluid that | 

it was possible to collect measured two- thirds of a gallon. It i 

was obviouslj^ urine of a low specific gravity. 

On examining the woman it was found that she still had an 
ovarian tumor, but that much of the abdominal swelling had 
subsided. She declared herself to be comfortable and free from 
a feehng of abdominal distension for the first time in eighteen I 

months. The tumor was, however, still present, as verified j 

by palpation. The following day I operated and removed an j 

ordinary multilocular ovarian tumor with unruptured sac and | 

with characteristic grumous contents. There was not a sign j 

of rupture anywhere. There was no free fluid in the abdominal 
cavity. 

The only light I obtained in this case was from the history 
that the woman had passed water but once in twenty-four hours 
for the past eighteen months, so it looked as if there had been 
a urinary retention cyst somewhere along the urinary tract, 
which had been suddenly evacuated. My own theory is that 
the tumor, which had been pressing on a ureter, was displaced 
by the preparatory cleansing and thus set free a large quantity 
oi urine which had been encysted. 

Dr. W. a. Newman Dorland introduced the subject of 



GESTATIONAL COMPLICATIONS AND DYSTOCIA SUBSEQUENT TO 
ANTERIOR FIXATION OF THE UTERUS. 

He said that the shortening of the round ligaments by the 
inguinal method had not met with a degree of success propor- 
tionate to the urgency of the condition, and the percentage of 
failures, taken in association with the difficulties of the opera- 
tion in the hands of the less skilful surgeons, was a strong in- 
centive to the adoption of a method that offered better promise 
of success and at the same time was decidedly less complicated 
in its technique. The most radical objection that could at that 
time, and for a few years subsequently, be urged against the 
adoption of the new operation in its improved form of direct 
suspension was that it involved the opening of the peritoneal 
cavity with all of the risks attendant thereon ; but the marvel- 
lous progress that had been made in abdominal antisepsis had 
largely annulled the force of such an objection, and the opera- 
tion rapidly grew in favor with the gynecologists. 

It was not long, however, before disturbing rumors began to 
circulate as to the pernicious influence of the method upon 
subsequent pregnancies and labors. While it was not true of 
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every case, the number of reported instances of dystocia of 
greater or less severity offered sufficient ground for apprehen- 
sion, and efforts were made by various operators throughout the 
world to so modify the technique of the uterine fixation as to 
obviate the danger of subsequent difficulty in pregnancy and 
parturition. Thus there has arisen a large number of methods 
of anterior fixation of the uterus having for their double object 
the restoration of the displaced organ to its normal position, 
without at the same time producing such a degree of fixation 
of the organ as to interfere materially with its functions of ges- 
tation an^ parturition. 

These methods and modifications of methods may be conve- 
niently classified, according to the essential principle involved 
in their performance, into five main groups, as follows : 
(1) those methods depending for the reposition of the uterus 
upon a shortening of the round ligaments ; (2) the varieties of 
ventrofixation ; ^) the methods of vaginofixation ; (4) vesico- 
fixation ; and (5) cervicofixation, or trachelopexy. After all 
of these operations cases of dystocia or of troubles during ges- 
tation have been recorded. 

In selecting the notes of the actual cases of dystocia and 
gestational disturbances that have from time to time been 
reported in the current medical literature, he included in his list 
every instance of unusual occurrence in the patient's history 
that might in any way have a direct bearing upon the operation. 
Thus, if a woman who had previously borne children without 
any disturbing feature during the gestations and labors should, 
in a pregnancy subsequent to an operation for anterior fixation 
of the uterus, suffer from*locaUzed pains or exaggerated vomit- 
ing, or if at the time of labor a malpresentation be noted or 
some form of operative interference be required without other 
appreciable cause, he felt justified in assuming the relation of 
cause and effect and in ascribing the pathologic feature to the 
operative procedure. Working upon such a basis as this, he 
collated sixty cases of gestational and eutocic disturbances 
subsequent to the operation of ventrofixation alone, not to men- 
tion the numerous cases following the vaginal operation. 

From this tabulation of cases it becomes very evident that the 
operations for anterior fixation of the uterus may result very 
disastrously in subsequent gestations and parturitions. Just 
what the percentage of abnormalities is has not as yet been 
decided, and it will require a vaster accumulation of facts 
before accurate information upon this matter can be obtained. 
Borland has grouped every case, normal and otherwise, of 
pregnancy following ventrofixation of the uterus, the operation 
most generally adopted. These now number 179 instances. 
Of this series, in 120 cases, or 67.03 per cent, a normal gestation 
was noted; in 111 cases, or 62.01 per cent, labor was absolutely 
normal; and in 68 cases, or 37.98 per cent, there was an abso- 
lutely normal condition throughout both gestation and labor. 
This leaves a total of 111 cases, or 62.01 per cent, in which 
some abnormality was noted, either in gestation, in labor, or 
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in both. In 16 cases, or 8.93 per cent, pain, more or less severe, 
was experienced in the line of the abdominal incision either 
during gestation or at the time of labor; in 4 cases, or 2.23 per 
cent, excessive vomiting was observed; in 10 cases, or 5.58 per 
cent, the cervix was situated far up, at or above the pelvic 
brim, and directed posterioriy or to one or the other side; in 
9 cases, or 5.02 per cent, uterine rupture was threatened at 
the time of labor; uterine inertia was noted 5 times, or in 2.79 
per cent of the cases of pregnancy, and 22.79 per cent of the 
cases of dystocia; in 15 cases, or 8.37 per cent, the patients 
aborted, and in 10 cases, or 5.58 per cent, there v^ere noted 
miscarriages or premature labors; troubles of various kinds 
duringffestation were noted in 15 instances, or 8.37 per cent, 
and diflSculties at parturition in 22 cases, or 12.29 per cent; in 
17 cases, or 9.49 per cent, the results of the pregnancy are not 
noted. In 9 cases, or 5.02 per cent, there were abnormal pre- 
sentations of the fetus. These were distributed as follows: 
Once, or in 0.55 per cent, the ear presented; twice, or in 1.11 
per cent, the breech presented; and 6 times, or in 3.35 per cent, 
the child lay transversely; when compared to the usual fre- 
quency of trunk presentations, about i per cent, the present 
percentage is especially striking. Version was required in 9 
instances, or 5.02 per cent of the pregnancies and 40.9 per cent 
of the difficult labors. Forceps was employed 11 times, or in 
6. 14 per cent of the pregnancies and in 50 per cent of the cases 
of dystocia. In 3 instences, or 1.67 per cent, of the preg- 
nancies Cesarean section was performed, and in the same per- 
centage of cases postpartum and puerperal hemorrhages were 
noted The placenta was retained also three times (1.67 per 
cent). The fetal mortality was 17.87 per cent, and the mater- 
nal 1.67 per cent. The latter is not altogether attributable to 
the operation, for one death was the result of chronic valvular 
disease of the heart. The true maternal mortality is, there- 
fore, but 1.11 percent (two deaths). The great frequency of 
the transverse presentations is undoubtedly due to an inability 
on the part of the uterus to properly expand in its long dia- 
meter. Its growth being impeded in this direction, a com- 
pensatory dilatation takes place in the transverse and antero- 
posterior diameters. The fetal ellipse finds the greatest room 
m these diameters, and by its further growth and development 
contributes to the undue stretching and attenuation of the 
posterior uterine wall, the process at times being carried to the 
verge of rupture. The stronger the bond of union between the 
anterior uterine wall and the abdominal parietes the greater is 
the probability of such an occurrence. It properly performed, 
hysteropexy should result not in such a firm adherence between 
these structures, but in the formation of a partially elastic 
band, which, while securing and maintaining an anterior posi- 
tion of the uterus, does not in any way interfere with its mo- 
bility. The suturing of the anterior wall of the uterus, which 
is earnestly advocated by some, is particularly to be deprecated, 
in that it defeats this very desirable object; a too firm fixation 
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is thereby secured and subsequent difficulties in gestation and 
parturition engendered. To prevent this complication Leopold 
and others favor the employment of absorbable sutures, while 
others recommend the removal of the fixation sutures within 
two weeks after the operation. If the fixation be properly per- 
formed Fraipont claims that the uterus does not increase espe- 
cially in its posterior portion, but quite uniformly, so that, as 
might be expected, the fundus gradually detaches itself from 
the abdominal wall, or the adhesions — not including the mus- 
cular and fibrous structure of the uterus and abdominal wall, 
but serous and cellular tissue only — stretch to accommodate 
themselves to the increased tension. As the uterus undergoes 
involution it is restored to its original condition before the 
onset of the disease that rendered the fixation obligatory. 
The pains and traction at the site of the incision, and the diffi- 
culties experienced in the mechanism of the labor, are the direct 
result of dragging upon too firm adhesions which a proper 
technique would have avoided. 

The abnormally high situation of the cervix uteri, at times 
altogether above the pelvic brim, is another element in the 
dystocia, the direct outcome of an improper technique in the 
performance of the hysteropexy. The object of the latter ope- 
ration is not to convert a pathologic retrodisplacement into an 
equally patholo^c anteflexion, but merely to restore and retain 
the fundus uten in its normal position of moderate anteflexion. 
This can only be accomplished by fixing the uterus at a point 
sufficiently low to prevent undue upward traction upon the cer- 
vico- vaginal attachments, but not so low as to cause a decided 
bending at the internal os or a marked anteversion of the organ. 
Leopold advises fixation at a point not more than half an inch 
above the upper border of the symphysis as most conducive to 
this end. Undoubtedly it is true that the lower the fixation the 
greater the percentages of difficulties in subsequent gestations — 
a statement the truth of which is substantiated by an inquiry 
into the relative percentages of dystocia following the two ope- 
rations of ventral and vaginal fixation. Noble states that over 
25 per cent of pregnancies subsequent to the operations of Diihrs- 
sen and Mackenrodt abort, and Diihrssen himself says that of 
patients treated for retrodisplacement by means of pessaries 16. 6 
per cent abort, while of those treated by fixation of the uterus to 
the vagina 27.2 per cent abort. The very large number of dif- 
ficult labors reported after the operation of vaginofixation is 
also a strong proof of the accuracy of this assertion. The 
abortion in these cases is the result of a duplex cause — the 
reflex irritation produced by the fixation sutures and adhesions 
upon the developing organ, and the actual mechanical inter- 
ference with its growth. In those cases that advance to term 
the abnormal direction of the uterine axis — back toward the 
sacral promontory — ^not only renders the uterine pains ineffec- 
tive, but also prevents the proper retraction of the longitudinal 
muscular fibres of the cervix, so that dilatation does not pro- 
ceed normally, the labor thereby being mechanically obstructed 
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by this condition as well as by the immensely hypertrophied 
anterior uterine wall. In the vaginally fixated cases, to the 
foregoing abnormalities must be added a condition of marked 
cervical rigidity the result of the mass of cicatricial tissue that 
is formed about the upper portion of the cervix whereby its 
dilatation is absolutely prevented. 

One other danger following the imperfect performance of 
anterior uterine fixation is an actual mechanical interference — 
through the agency of the adhesions — with uterine contraction, 
resulting during labor in a degree of uterine inertia, and after 
labor favoring the onset of postpartum and puerperal hemor- 
rhages. 

Borland gives the following conclusions : 

1. From an obstetric as well as gynecologic point of view 
the operation of ventrofixation for the cure of uterine displace- 
ment is the most desirable in its results. 

2. If improperly performed any of the operations of anterior 
fixation of the uterus may exert a deleterious effect upon sub- 
sequent pregnancies. 

3. This evil influence increases in direct proportion to the low 
implantation of the fixation sutures — ^hence tne vaginal opera- 
tions are especially dangerous. 

4. The abnormal conditions noted include pain and traction 
at the site of the incision, premature terminafion of the gesta- 
tion, difficulties in micturition, excessive nausea and vomiting, 
abnormal presentations of the fetus, mechanical obstruction to 
labor, uterine inertia, cervical rigidity, uterine rupture, pla- 
cental anomalies, and postpartum and puerperal hemorrhages. 

5. Over half of the subsequent gestations and labors oflfer 
some abnormal condition. 

6. About 14 per cent of the women suffer from abortions or 
miscarriages, and over 12 per cent show dystocia in varying 
degrees, after hysteropexy, while over 27 per cent abort after 
vaginofixation. 

Dr. R. C. Norris read a paper on 

THE MANAGEMENT OF LABOR COMPLICATED BY 
VENTROFIXATION. 

The recent discussions of complicated labors following the 
fixation operations on the uterus for retrodisplacement have 
induced gynecologists either to abandon some of these opera- 
tions or to modify their technique so that the womb may escape 
firm adhesion to the abdominal wall. Suspension of the uterus 
by a technique which avoids extensive and firm adhesions and 
which at the same time does not too sharply anteflex the ute- 
rus, and Alexander's operation of shortening the round liga- 
ments, are generally thought to be free from dangers to a 
subsequent pregnancy, and for this reason, at present, are the 
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most popular operations for the cure of troublesome retrodis- 
placements. On these points most gynecologists agree. Little 
attention, however, has been given to the obstetrical side of 
this subject beyond a statement of the difficulties encountered 
and the results obtained from the varied obstetrical measures 
employed in individual cases. 

The case whose history is presented is brought to your notice 
in order to record the history of a patient's second difficult 
labor following ventrofixation, and to invite your discussion of 
the proper obstetrical management of these difficult cases. 

The number of cases recorded in the literature is not suffi- 
cient to warrant positive conclusions, but it indicates the need 
of a careful study of this subject from its obstetrical as well as 
its gynecological aspects. 

The dystocia encountered by Mrs. A. in her first labor fol- 
lowing the operation of ventrofixation I described as follows 
in The American Journal op Obstetrics* : "The anterior 
uterine wall, fixed at the fundus by the sutures, had practically 
been folded on itself during its physiological hypertrophy 
throughout pregnancy, and now formed a tumor obstructing 
delivery. No presenting part was felt through the cervix. 
The patient was etherized and a careful examination was then 
made. The posterior uterine wall, which formed almost th^ 
entire uterine sac, was so thinned that the intestines, contain- 
ing fecal masses, could readily be felt by the hand in the uterus. 
Realizing the imminent danger of rupturing the uterus, the 
position of the child was carefully determined. Its head was 
high on the left, occupying the region of the mother's spleen. 
The child's breech lay in a depression between the upper mar- 
gin of the mass of muscle and the upper anterior uterine wall. 
The feet and legs were in contact with the anterior uterine wall. 
It was absolutely impossible, without violence, to carry my 
hand aroimd the obstruction and grasp a foot or to dislodge the 
breech from the depression in which it was resting. ReaUzing 
the danger of rupturing the uterus, cephalic version was cau- 
tiously performed and the head was crowded between the 
sacral promontory and the obstructing mass of muscle. A 
very high application of Tamier's forceps enabled me to deliver 
the child, when I discovered that the umbilical cord had been 
compressed between the child's head and the mass of muscle 

> Vol. xxxii., p. 988. 
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above the symphysis. The infant, in consequence of this acci- 
dent, perished. The patients puerperium was normal. *' 

Her second pregnancy, attended by much pain and discom- 
fort, had advanced to the seventh month when she entered the 
Preston Retreat in labor, the membranes having ruptured be- 
fore her admission. The left foot had passed through and was 
tightly grasped by the cervix. The hypertrophied anterior 
uterine wall, the rigid and thick anterior lip of the cervix, and 
the elevation of the cervix were present, but not to the same 
extent as occurred in the preceding delivery. 

Fetal movements had been present until the membranes rup- 




Pregnancy following yentroflxation. Labor obstructed by fixation and liyi)ertrophy 
of the anterior uterine wall. A, position of buried silkworm-gut sutures ; B, anterior lip 
of cervix ; C, posterior lip of cervix. 

tured, and the fetal heart sounds were audible. The contrac- 
tions of the uterus were painful but ineffectual, and after six 
hours the buttocks had entered the cervix, which grasped the 
thigh so firmly that its circulation was almost obstructed. 
Manual efforts were made with little success to further dilate 
the cervix, and the child was delivered with the greatest diffi- 
culty. It was impossible to extract the head and arms without 
using great force, and in consequence the infant perished. Its 
weight was four pounds and nine ounces ; the biparietal diame- 
ter measured 8 centimetres, and the occipito-frontal circum- 
ference 29 centimetres. 
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The frequency of diflScult labors following ventro- or vagino- 
fixation, the varied mechanical obstructions encountered, and 
the results for the mother and child have been carefully stud- 
ied by Borland in a very valuable statistical paper, * in which 
he analyzed 179 cases of pregnancy following ventrofixation. 
From his paper the following percentages are taken : In 67 per 
cent of the cases gestation was normal ; in 62 per cent labor 
was tmcomplicated ; in 38 per cent both pregnancy and labor 
were normal. In 22 cases (12.29 per cent) difficulties in par- 
turition occurred, which required version 9 times, forceps 11 
times. Cesarean section 3 times, and gave in the total 179 cases 
a maternal mortality of 1.11 per cent and a fetal mortality of 
17.87 per cent. 

These statistics and my experience with two cases have in- 
duced me to invite your discussion on the obstetrical manage- 
ment of labor thus obstructed, and for that purpose to briefly 
offer a few suggestions on that subject. 

So soon as pregnancy is recognized in a patient who has 
undergone the operation of suspension or fixation of the uterus 
for retrodisplacement, it is important first to look for certain 
symptoms that suggest fixation of the uterus in an abnormal 
position. The earliest of these are excessive irritability of the 
bladder, dragging pain referred to the abdominal cicatrix, and 
excessive nausea and vomiting. The physical signs of the un- 
favorable fixation of the uterus are, of course, more important, 
and vaginal examinations, repeated at reasonable intervals, 
should always be made to determine the degree of elevation of 
the cervix, tihe direction of the axis of its canal, the thickness 
of its anterior lip and of the anterior uterine wall. Careful 
bimanual examinations should repeatedly note the progress of 
the above-mentioned changes. At a later period the recogni- 
tion, by abdominal palpation, of a malpresentation will further 
indicate a difficult labor. Grave difficulties during labor may 
be predicted in proportion to the thickness of the anterior ute- 
rine wall and of the anterior lip of the cervix, and to the extent 
the cervix is drawn upward and backward. The more nearly 
its axis points toward or above the sacral promontory the 
greater will be the mechanical obstruction to delivery, since the 
unyielding mass of muscle lies at the pelvic brim, offering seri- 
ous obstruction to the advance of the child, favors a faulty 
presentation and prolapse of the umbilical cord, and prevents the 
normal mechanism of dilatation of the lower uterine segment. 
* University Medical Magazine, December, 1896. 
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The dilatation of the lower segment of the utems and cervix 
fails because the longitudinal fibres of the anterior uterine 
wall are imprisoned while those of the posterior uterine wall are 
over-stretched, and neither the one nor the other is capable of 
drawing upward and dilating the cervix. Having recognized 
that the above-mentioned anatomical changes are present in 
any case to a marked degree, it becomes an important question 
to decide whether it is justifiable to permit such a case to pro- 
ceed to term or to induce labor, regardless of the viability of 
the child, before the obstruction is serious and when a small 
and yielding head may be readily extracted. To help decide 
this question let us consider the measures that have been 
resorted to in such cases at term, their dangers to the mother, 
and the proportion of the children saved. 

In Dorland^s table of 179 cases there were 15 abortions and 
10 miscarriages or premature labors and 22 cases of complicated 
labors. Reviewing the abstracted reports of 29 cases of com* 
plicated labors, including vagino- and ventral-fixation, that he 
was able to find in current literature, I have analyzed these 
cases to determine the results of the obstetrical operations em- 
ployed : version was performed 9 times, 3 children died ; forceps 
was used 11 times, 3 children died ; Cesarean section was re- 
sorted to 6 times, 3 mothers and 3 children died; craniotomy 
destroyed 1 child ; 1 child died after a breech extraction, and 
1 mothisr perished with a retained dead fetus ; maternal mor- 
tality, 14 per cent ; fetal mortality, 58 per cent. 

This exceedingly high mortality, greater for the child than 
that of eclampsia, and for the mother surpassing that of Cesarean 
section, leaves little doubt, when repeated examinations show 
a progressing and grave mechanical difficulty, that the safe 
course lies in the termination of pregnancy before the obstruc- 
tion has gained insurmountable proportions. 

When the patient has arrived at term with the anterior wall 
of the womb fixed and the cervix anatomically displaced and 
thickened, the case should at once be recognized as gravely 
complicated. Faulty position of the child, especially a trans- 
verse position, prolapse of the cord, uterine inertia or at least 
ineffectual pains, and the dangers of uterine rupture should be 
anticipated. The two labors following ventrofixation that the 
writer has observed were especially characterized by the in- 
ability of the uterus to effect dilatation of the cervix. When 
the cervix is sufficiently low in the pelvis to permit efforts at 
dilatation they should be resorted to at once by manual or 
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instrumental means ; and, these failing, as they often will, it 
would seem justifiable to freely incise the cervix to accomplish 
rapid delivery, after which the incisions should carefully be 
closed by sutures. 

It may be objected that serious hemorrhage is likely to follow 
free incision of the hypertrophied lip of the cervix ; but it 
must be remembered that the imprisoned and thickened ante- 
rior uterine wall and cervix are compact, their blood sinuses 
are therefore compressed and cannot attain the size normally 
found in the uterine muscle. This theoretical explanation of 
slight hemorrhage following incisions of the cervix is substan- 
tiated by four cases in wjiich such incisions were made. 
Diihrssen * incised the cervix freely before applying the forceps, 
and Ruhl ' found it necessary in one case to incise the cervix 
to deliver the child, even after performing craniotomy, and in 
another case it was necessary to make an incision in the cervix 
eight centimetres in length to effect delivery with forceps. 

Strassmann • refers to a case in which the os was incised to 
complete a successful delivery after version. In these four 
cases the bleeding was slight and readily controlled. 

The cervix in some cases, especially where vaginofixation 
has been employed, will be drawn upward so high that manipu- 
lation, either for dilatation or for incision, and subsequent sutur- 
ing are impossible, and in such cases Cesarean section would 
seem the only alternative. 

An imperative rule to be observed in the management of labor 
seriously obstructed by ventral- or vaginofixation of the uterus 
is that assistance must not be delayed. There are but two 
alternatives — either to open the cervix sufficiently to extract 
the child or to deliver through an abdominal incision. A 
fibroid tumor, situated in the lower segment of the uterus and 
obstructing the pelvic inlet, very often, as labor progresses, 
will be drawn upward and out of the way of the presenting 
part. The longitudinal fibres of the uterus in these cases are 
free to act, but the conditions are different when the mass of 
thickened muscle is anchorec^ by sutures, as happens when 
labor is obstructed by ventrofixation. In the latter case the 
longitudinal fibres are imprisoned and cannot act, and in con- 
sequence of this fact Nature is unable to remove the obstruction 

* Berliner Klinische Wochensohrif t, Nos. 13 and 14, March 80th and 
April 6th, 1896 
•Centralblatt fUr Gynakologie, No. 6, February 8th, 1896. 
•Berliner KJinische Wochensohrif t, No. 29, 1894. 
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or to dilate the cervix. It is the writer's opinion that early- 
assistance is required and that the degree of elevation of the 
cervix, permitting or preventing the manipulation necessary to 
obtain dilatation, will determine whether the child should 
promptly be delivered through the natural passage or through 
an abdominal incision. 

In view of the serious character of labor complicated by 
ventre- or vaginofixation, another question that presents itself 
is the advisability of attempting to loosen the uterus from firm 
adhesions when these follow an operation performed upon a 
woman likely to conceive. Or when pregnancy has occurred 
and the fixation of the womb indicates the probability of a com- 
plicated labor, would it not l3e justifiable to free the womb from 
adhesions, opening the abdomen for this purpose if necessary? 

In order to save my patient from a third difficult labor I 
attempted in her early puerperal period to practise massage, 
with the hope that the adhesions could thus be partly removed, 
but a rise of temperature made me desist. It is possible that 
during an interval between pregnancies massage may free the 
uterus. 

The topics I would present for your discussion are: 

1. The technique of ventrofixation least likely to interfere 
with subsequent pregnancy and labor. 

2. The advisability of attempting to overcome firm adhesions 
of the uterus following ventrofixation, and the appropriate time 
and method to accomplish such release of the adherent uterus. 

3. The best means to determine probable dystocia and the 
proper treatment to be employed either during pregnancy or at 
term. 

Dr. B. C. Hirst. — I should like to add two cases which have 
come under my care which are of interest in connection with 
the subject. I have quite recently seen two women delivered 
after the operation of suspensio uteri. One was a patient on 
whom Dr. Penrose had operated a year before. In that 
woman's whole pregnancy there was absolutely no abnormality 
whatever. She had a comfortable gestation ; the womb rose 
naturally in the abdominal cavity ; the child occupied a per- 
fectly natural position, the head presenting first in one of the 
commoner vertex positions. Labor in that case was not com- 
plicated. The operation of suspensio uteri had no influence 
upon the act of childbearing whatever. 

I also have under my charge a woman on whom I operated 
myself three and a half years ago. She was delivered about a 
year later, after a normal pregnancy uncomplicated by pain or 
dragging on the cicatrix, by difficulty in urination, by opposi- 
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tion to the rise of the womb in the abdominal cavity. Labor 
was entirely normal. This same woman is about to be de- 
livered again, after a perfectly normal, comfortable pregnancy, 
and I anticipate no difficulty in labor. 

Both these women have shown a normal position of the 
womb some months after their delivery. In Dr. Penrose^s case 
five months have elapsed since the birth and two years since 
the operation. In my case the womb has remained in good 
position between pregnancies and long after the operation. I 
believe, myself, that these favorable cases I have reported are 
to be explained by a proper technique, the avoidance of taking 
in too much abdominal tissue with the ligature that holds the 
fundus of the womb in place. 

Dr. Charles P. Noble. — My attention was drawn very 
forcibly to this subject by the first case reported by Dr. Norris, 
because I operated on the patient and this led me to study the 
whole matter. To take up Dr. Dorland^s remarks first, I would 
say that I was surprised to hear the statement made that there 
had been cases reported of dystocia following Alexander's ope- 
ration. I have not studied the statistics of that operation 
myself, but in preparing a paper upon the general subject last 
spring I accepted Dr. Edebohls' statement that there were no 
such cases on record. Therefore I would be very glad to have 
Dr. Dorland relate the difficulties which have been met with 
after this operation. It seems very curious that there should 
be trouble after shortening the roimd ligaments. The only one 
that has been recorded to my knowledge is that some of the 
women late in pregnancy pomplained of drawing pains, indicat- 
ing that the shortened round ligaments were being tugged on 
as the uterus rose in the abdomen. This brings up Dr. Dor- 
land's conclusion that Alexander's operation is inferior to sus- 
pensio uteri. I would not accept that statement f rona my own 
practice as applied to the treatment of mobile retroflexion and in 
cases requiring an operation. I have myself done about eighty 
operations of suspensio uteri, and have done somewhere about 
thirty round-ligament operations. Gynecologically speaking, 
the results have been as good in one as in the other, and in both 
admirable. As to pregnancies following Alexander's opera- 
tion, I have only one to report, now at the fourth month. On 
theoretical grounds I must wait for evidence of difficulties after 
Alexander's operation, for I feel that in mobile retroflexion it is 
superior to ventrosuspension. As to the certainty and facility 
with which it can be done, I will only say, after doing twenty 
of these operations, that any one who has done suspension 
nicely can do Alexander's operation perfectly, and with just as 
much satisfaction as he can do the other operation. When it 
is not done satisfactorily it is from the bungling technique In 
my first case I attempted Alexander's operation and failed. 
I did not do it because I did not know now. I have since 
learned how. 

The other conclusions of Dr. Dorland are very similar to 
those in a paper which I read before the American Gyneco- 
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logical Society in May, 1896.* The figures vary somewhat, 
because the doctor has a larger number of cases. I think there 
were eighty per cent of the cases that I reported which were 
entirely normal, and twenty per cent in which some diflSculty 
ensuea in labor. Of the twenty per cent, all except two per 
cent were such difficulties as the ordinary resources of obstet- 
rics, such as version and forceps, were able to overcome. 
There were two per cent of insuperable difficulties, necessitat- 
ing Cesarean section. In the series of cases which one of my 
assistants collected of foreign authors the totals corresponded 
very strikingly. The foreign tables I did not depend upon for 
the conclusions in my paper, as I had not studied them and felt 
that there would be a certain amount of duplication. But I 
felt that they would be of value for comparison with the Ameri- 
can statistics. The American statistics I verified by sending 
them back to the original reporters. The point brought out in 
Dr. Norris^ paper is one which I recommended last May, and I 
think his conclusions are very sound. My suggestions at that 
time were that these cases should be studied paai}icularly after 
the seventh month, and, if it were found that the cervix was 
ascending out of the pelvis, labor should be induced, of course 
recognizing that the chances of the child would be jeopardized, 
but the advice being ^ven largely in the interest of the mother, 
to save her from possibly, and not improbably, a Cesarean sec- 
tion. I still feel that is the best course to pursue. If, how- 
ever, we are called in at full term I feel entirely as Dr. Norris 
does, that the situation is serious when the cervix is drawn up 
into the abdomen, and then temporizing is the worst practice. 

As to the question of va^nai incision, I have very little to 
say about it. Theoretically it appeals to me, and the results, 
as reported by Dr. Norris, are in its favor. I think the worst 

Eractice in all these cases is to temporize until the patient 
ecomes infected, because then we lose mother and child. 
Finally, from the standpoint of technique in suspensio uteri it 
is a curious thing that, although I have now had four or five 
women who have been delivered, all have had the same tech- 
nique and the results of labor were absolutely different. In 
the first patient upon whom I performed the operation the 
uterus was sutured more securely than I have ever done since, 
because, being the first operation, I was desirous that there 
should be good union. This patient was delivered in the Uni- 
versity Hospital this past summer after a normal labor. She 
had a normal pregnancy, and six weeks before full term I 
found the head well down in the pelvis. She was a primipara, 
35 years old. The same technique was employed in the case 
reported by Dr. Norris which had such serious trouble, and 
also in the others which I reported in a paper recently read 
before the Philadelphia Obstetrical Society. 

I am in entire accord with the view that the technique does 
have an influence on the course of pregnancy and labor. In 

^ The American Journal of Obstetrics, vol. xxxiv., No. 2, 1896. 
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these patients of mine that escaped trouble it was in spite of, 
and not because of, the technique. I am firmly convinced that 
the technique advocated by Kelly is better than that advo- 
cated by either Olshausen or Leopold, and if any change is to 
be made in Kelly^s I would suggest that the stitches should be 
put nearer the mid-line of the fundus rather than behind it. 
Gynecologically this will not give as good a result — ^it does not 
anteflex the uterus so well — but in young women who are liable 
to become pregnant I believe it is a wise change to make in 
technique. 

While maintaining the position that shortening the round 
ligaments is preferable to suspensio uteri in mobile retroflexion, 
I recognize that suspensio uteri has a wide field of usefulness 
when adhesions have to be broken up. In young women we 
must look at the obstetrical side of the question, and it is wise 
not to put the stitches too far back on the uterus. 

Dr. C. B. Penrose. — I think that we make a mistake in 
comparing a series of cases in which ventrosuspension has 
been performed with an equal number of cases in normal 
women, in considering the difficulties encountered in subsequent 
pregnancies. The cases in which ventrosuspension is per- 
formed are usually those in which several conditions are met 
with aside from mere displacement: many of them have pelvic 
adhesions, which are broken up and which are probably renewed 
after operation, and may be the cause of subsequent trouble; 
others have unilateral oophorectomy performed; in most there 
is a chronic inflammation of the endometrium; in women in 
whom the retroversion follows a pregnancy, a labor, or mis- 
carriage, there is subinvolution of the uterus ; and in other 
women who have suffered a number of years with congenital 
retrodisplacement there is a sclerotic condition of the uterus. 
All of these reasons may account for the number of abortions 
and some of the other accidents which occurred in the series of 
cases which have been subjected to ventrosuspension. Then 
it does not seem fair to me to collect in one series all of the 
recorded operations of ventrosuspension and to gather the 
results of pregnancies together, because there is as much differ- 
ence between two forms of operation of ventrosuspension as 
there is between Alexander's ojjeration and ventrosuspension. 
Some operators scarify the anterior face of the uterus, making 
firm fixation; others pass the suture through the uterus from 
horn to horn, and through the fascia of the abdominal wall, 
and we should expect in such cases to have trouble. Then 
other operators, who have not a perfect, aseptic technique, have 
adhesions surrounding the fundus uteri, which should not 
exist in a well-done operation. Dr. Norris speaks of perform- 
ing massage for the absorption of these adhesions; but no 
amount of massage would free the suspensory ligament that 
is made by properly performed ventrosuspension. I have per- 
formed ventrosuspension of the uterus over a hundred times. 
I have no doubt that several cases of pregnancy have occurred 
in these women. Many of them were operated upon in the 
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wards of the hospital and then lost sight of. In the case of 

Eregnancy to which Dr. Hirst has referred there seems" to 
ave been no trouble whatever which might be attributed to 
the operation. It seems to me that if operators would not 
attempt to fix the uterus nor to suspend it, but would simply 
endeavor to make a thread-like guj to maintain the uterus in 
its anterior position, so that abdominal pressure would be ex- 
erted on the posterior wall, no trouble would arise. I have had 
an opportunity of examining the ligament in four patients; in 
three of these women I had operated myself, and one had been 
operated upon a year and a half before by Dr. Da Costa. In 
these four women no adhesions whatever were present; there 
was a pliable ribbon from one and a half to three inches in 
length, about one-twelfth or one-eighth of an inch in thickness* 
In one case this ribbon broke as I drew the uterus up through 
the abdominal incision, showing how yielding and fragile the 
structure is. I think that statistics of the results of the opera- 
tion of ventrosuspension should include an explicit description 
of the technique which is followed, and cases in which a fixation 
is done should not be classed with the other forms of operation. 
If all operators would endeavor merely to make a single, almost 
thread-like band, extending from the anterior abdominal wall 
to the top of the fundus uteri, little if any trouble would result 
from subsequent conception. 

Dr. John C. ba Costa. — I indorse very fully what Dr. Pen- 
rose has said. It is hardly fair to compare a set of women in 
labor who have been operated on or treated for uterine disease 
with those who have always had perfectly healthy wombs. 
Next, Dr. Dorland might have eliminated from his percentage 
the average percentage that occurs in cases that have not been 
operated upon ; we have a certain lot of breech presentations 
and a certain lot of cross presentations and a certain lot of for- 
ceps operations, even in healthy women. I have not had an 
opportunity of following up all the cases which I have operated 
on myself, but came some time ago to the conclusion that the 
difficulty in labor depends on how the operation is done. At the 
beginning the idea was to form a firm, perfect fixation ; in fact, 
the operators were to scarify the uterus and peritoneum, so as 
to get firm adhesions. Either silk or silver- wire sutures were to 
be deeply passed through the uterus, carried through the ab- 
dominal wall, and fixed there for three or four or five weeks. 
Everything was done to get up an inflammation between the 
uterus and the abdominal wall, and as a consequence, as in the 
cases cited by Dr. Norris, there was as firm union between the 
uterus and abdominal wall as there would be in any muscle in 
the body if it is cut and closed up. In analyzing the cases of 
ventrosuspension and ventrofixation I think you will find that 
the difficulty occurs almost always in cases of ventrofixation. 
Dr. Penrose has alluded to one case which I operated on, and 
this has been my experience in other cases which I have had 
to open later for other trouble, as in a woman in whom I re- 
moved the tubes and ovaries for salpingitis and on whom I did 
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suspension. Some five or six months afterward, when opened 
for tubercular peritonitis, I found the uterus suspended by a 
semi-serous, semi-fibrous band which allowed it to move per- 
fectly in any position. A band of that kind cannot interfere 
seriously with labor; it is so fragile that it breaks, as Dr. Pen- 
rose has stated. The secret of success is in putting in the 
stitches. Do not try to go deeply into the abdominal wall or 
into the uterus, but let your first stitch be not longer than a 
quarter of an inch ; let it go not deeper than a tenth of an inch 
into the peritoneum through the muscle of the abdominal wall; 
then bring the stitch out, not through the back of the uterus, 
but through the top of the fundus, taking not more than half 
an inch long at the outside and not going more than the tenth 
of an inch into the body of the uterus ; bring out the stitch 
from the other side, and tie closely to the abdominal wall. I 
think the cases do better if stitched in the top of the uterus 
rather than when the back part of the fundus is stitched. In 
cases of this kind you will find, when you open five or six 
months afterward, if you have used chromicized catgut or the 
very finest Chinese silk, that the ligature has entirely disap- 

E eared and the uterus is simply suspended by a semi-serous 
gament which cannot interfere at all with labor. 

Dr. G E. Shoemaker. — I have been for nearly two years 
putting the stitches in the front of the crest of the fundus, and 
believe it to be a very important point in the technique of ven- 
trosuspension, which should be generally adopted where preg- 
nancy is possible. I would record a case of double uterus in 
which I did this operation. The patient became pregnant and 
aborted at six months. This was not due to the ventrosus- 
pension, however, as she did not suffer from traction and the 
pregnant organ was in good position. 

Dr. C. p. Noble. — The cases that I collected showed ten 
per cent of abortions. Every one^s experience in practice in- 
dicates that this is about the usual percentage of abortions. 
When we consider, as Dr. Penrose has pointed out, that many 
of the uteri in patients having had suspensio uteri have been 
inflamed, which condition of itself woula favor abortion apart 
from ventrosuspension, it shows the more clearly that there is 
no evidence that the operation has any influence in causing 
abortion. 

Dr. Dorland. — My main object in looking up the papers 
that I did was to satisfy myself as to the actual standing of the 
operation during the ten years that have now elapsed since 
Kelly introduced it, and what its exact effect upon labor was. 
If you will recall, I stated the cases were those in which the 
patient had previously had normal pregnancies and gestations, 
so that we could attribute the present trouble to the operation. 
As regards difficulty after Alexander's operation, I found refe- 
rence to three cases — two reported by one man, an English- 
man, and one in this country — in which the patients during 
pregnancy suffered from pain and traction in the groin and also 
from marked nausea and vomiting. As to the inferiority of 
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Alexander's operation, my stand was that the operation of 
hysteropexy had been adopted to supplant the operation of 
Alexander where that operation was either not possible or had 
failed ; and that being the case, I claim that hysteropexy, both 
obstetrically and gynecologically, is the preferable operation in 
considering them together. I am in accord with all who have 
stated here to-night that the American method is decidedly 
preferable to that adopted by the Germans. When that opera- 
tion is performed the delicacy and elasticity of the adhesions 
are without doubt recognized by all. Especially would I note 
in this regard the case of Lapthom Smith in which he had the 
opportunity of performing a secondary abdominal section after 
the operation of hysteropexy, and which showed the presence 
of these bands, slight and yet sufficiently strong to hold the 
uterus in the proper position of moderate anteflexion. 

Dr. Richard C. Norris.— I think the discussion of this 
subject will lead to the employment of the proper technique of 
suspending the uterus. That seems to be essential to prevent 
trouble in subsequent labors. I am sorry more was not said 
about the obstetrical side of this matter. When you find 
yourself at the bedside of a woman in labor and the cervix is 
obstructed by a tough, resisting mass of muscle which is like 
so much leather or gristle, not permitting dilatation in the 
slightest degree, it is necessary to interfere at once. Cesarean 
section or the less aggressive incisions of the cervix are neces- 
sary. Had I known that incision into the cervix could be prac- 
tised with such good results as to hemorrhage, I certainly would 
have incised the cervix in the two complicated labors I reported, 
because I believe in these cases the cervix was sufficiently low 
to make the incisions with safety. I can conceive of cases 
where the cervix is drawn up so high that the incisions, should 
they cause dangerous hemorrhage, would be difficult to suture. 
The report of my cases is offered to impress the fact that when 
you find a case with the cervix pulled well up to the promon- 
tory of the sacrum, with thickening of the anterior lip of the 
cervix, you should not wait for Nature to accomplish any 
further dilatation, but at once etherize your patient, try to 
obtain dilatation, and, if your efforts are futile, delivery by 
abdominal incision should not be delayed. The cases that have 
been treated by Cesarean section nave been those in which 
other measures have been unsuccessfully tried, and they gave 
a high mortality — fifty per cent for mother and child. ■ If I 
ever come in contact with such cases I shall at once terminate 
the labor in one or the other manner above stated. 

In the two cases I have seen the mass of muscle was so 
distorted, its fibres so intimately grown together, and the 
obstruction was fixed so low in the pelvis, that I think simply 
separating the sutures would not allow the fundus to rise up 
under the diaphragm. The womb, instead of having its normal 
dimensions, is thickened at one end and thinned at the other, 
and I fail to understand how removing the sutures would 
remove the obstruction, which results from defective develop- 
ment in the shape of the pregnant uterus. 
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It has been found in cases operated upon that the operator 
was compelled to open the uterus and perform Cesarean sec- 
tion. The only time to free the uterus from binding adhesions 
is in the early months of pregnancy. It would be perfectly 
justifiable to do this operation at that time. If I should meet 
a case that promised difficulty, sufficiently early in pregnancy, 
I would open the abdomen and free the uterus, so that the 
growth ana development of the fibres of the anterior uterine 
wall could procepd in a normal manner. 

Dr. B. C. Hirst read a paper upon 

TECHNIQUE IN CESAREAN SECTION. 

Cesarean section, like the operations of tracheotomy and 
herniotomy, may be forced oil the general practitioner in an 
emergency at any moment. But the exigency requiring a 
Cesarean section will be rare, occurring only once perhaps in 
the course of a general practitioner^s career. He will be, there- 
fore, without personal experience in the technique of the opera- 
tion, and must seek guidance, if he has time to. prepare himself 
at all, from the works on obstetrics at his command. Judging 
from the memory of my own early experience, the information 
contained in such books is far from satisfactory to the begin- 
ner, who needs a clear-cut, sharply-defined line of action laid 
down for him, as he lacks the ability, founded on experience, 
to choose between several plans of procedure, each with its 
enthusiastic advocates. 

From a personal experience, unusually large in America, of 
fourteen Cesarean sections, in which I have tested every meth- 
od proposed by modem operators, I have settled down in the 
past three years to a technique which has proved so satisfac- 
tory in the operation itself and in its results that, as far as I see 
now, I shall cling to it indefinitely. 

It has occurred to me that a detailed description of this tech- 
nique, uncomplicated by a discussion of the merits of other 
plans of operating, might be of value to some of the readers of 
our Transactions. 

If there is time to make the best arrangements the Cesarean 
section should be performed at a convenient hour of an ap- 
pointed day, like any other abdominal section. A period 
about two weeks or ten days before term should be selected. 
It is unnecessary to excite labor pains beforehand or to secure 
any degree of dilatation of the os. The preparation of the pa- 
tient herself is like that for any abdominal section. For the 
guidance of the inexperienced I append a description of the 
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rules in force in this respect in my gynecological clinic at the 
Howard Hospital. 

Preparation for an Abdominal Section. — Give patient 
on admission a full hot bath. Have the patient kept in bed 
from the time she enters the hospital until the operation is per- 
formed. Administer pill : strychnia gr. -^y digitalis gr. i, 
quinine grs. 2 t. i. d. before operation. Secure movements of 
bowels by 2 drachms Rochelle salt every evening. Have the 
heart and lungs examined. Examine urine. 

Day before Operation, Diet : Gruel for breakfast, soup for 
dinner, milk toast for supper, one glass of milk 10 a.m., 4 p.m., 
9 p.m. 

Medicine: 5 p.m., afternoon before operation, 10 grains sul- 
f onal in half -glass of boiling water, cooled down to temperature 
that permits of its being drunk, if patient is nervous and has 
been sleepless. 9 p.m., half -ounce of Epsom salt in a tumbler- 
ful of water. 

Evening befor.e, first cleansing of the abdomen, as follows : 

Cleansing: 1. Sterilize the following articles for twenty 
minutes at 240° * : soft bristle brush ; absorbent cotton ; one- 
half dozen towels ; gauze, unmedicated ; binder ; long gown. 

2. The resident physician, or, imder his supervision, the nurse 
who cleanses the abdomen, must prepare his or her hands and 
arms as though about to operate, namely : remove rings ; scrub 
with brush, hot water, and tincture of green soap for ten min- 
utes ; clean nails with nail file ; scrub hands and arms with 
benzine and then with alcohol ; immerse hands and arms in 
bichloride solution (1:1000) for two minutes. Then put on the 
gown. 

3. The abdomen, from ensiform to symphysis and from flank 
to flank, must be scrubbed with soft bristle brush, tincture of 
green soap, and hot water thoroughly (for at least ten minutes), 
paying special attention to navel and to pubic regions. Wipe 
oflP the razor with cotton and alcohol. Shave pubis, then 
scrub thoroughly with alcohol. Cover the abdomen with the 
sterile gauze, and put on the binder. 

Morning of the Operation: Give cup of beef tea at 7 am. 
Hands of nurse or the doctor cleansed as described above. 
Articles re-sterilized as described above. Same cleansing of 
abdomen repeated as described above, but in addition : before 
alcohol scrubbing, scrub abdomen with benzine ; wring out a 

' In the absence of an autoclave sterilizer an Arnold steam sterilizer 
will do. 
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sterile towel in 1:1000 bichloride solution, and cover the abdo- 
men with the towel ; put over it a thick layer of sterile cotton ; 
apply binder. Catheterize the woman just before anesthetiza- 
tion with sterile glass catheter in aseptic manner. Give vaginal 
douche, 1 quart of 1 :4000 solution, followed by a little sterile 
water. If bowels have not opened freely give enema — a pint 
of soapsuds and one drachm of turpentine. 

The Operation.— With a large scalpel held firmly in the 
full hand a free incision is made from two inches above the 
umbilicus to just above the symphysis. This incision may be 
carried entirely through the abdominal wall in its upper part, 
as the intestines are out of the way. The abdominal opening 
is enlarged with scissors downward as low as possible. An 
assistant makes the wound gape while the operator delivers 
the womb from the abdominal cavity. The assistant then 
approximates the edges of the abdominal wound as closely as 
possible around and above the cervix, at the same time squeez- 
ing the latter with his outspread hands. With a few rapid but 
light strokes of the knife the operator makes an incision an 
inch in length through the uterine muscle, but not through the 
membranes, so as not to cut the child. Then with one rapid 
movement of the left hand and arm the uterine wall is torn 
down to the internal os, the membranes are ruptured, the pla- 
centa, if in the way, is detached and pushed aside, the child is 
seized by the most accessible part — shoulder or leg — is delivered, 
and, with the placenta still attached to it, is dropped into a 
sterile sheet spread out over the outstretched arms of an as- 
sistant who stands directly at one^s left hand, and whose duty 
it is to revive the child, if asphyxiated, and to tie and cut the 
cord. Up to this point the operation rarely requires seventy- 
five seconds. Then follows an easy hysterectomy : ligation ot 
the ovarian arteries and of the arteries of the round ligaments ; 
application of clamps ; cutting of the broad ligaments ; prepa- 
ration of peritoneal flaps ; amputation of the womb ; ligation 
of the uterine arteries, and oversewing of the stump, which is 
dropped. 

The abdominal wall may be closed by close-set interrupted 
stitches — the easiest plan for a beginner — or by any other 
method that a more experienced operator may prefer. 

Dr. Charles P. Noble. — I understand the principal object 
of this paper is to ^ve a clear outline of practice to those not 
having large experience. I should question, myself, whether 
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persons without lar^e experience woxild be able to do the ope: 
ration as laid down in the paper, involving, as it does, a care- 
ful ligation of the broad Ugament, suture of the cervix, iand 
suture over the stump of the peritoneum secundum artem. 
This is a very simple operation in the hands of an expert, but 
it is simple because he is expert and not because the manipula- 
tions themselves are simple. Particularly this would be true 
if the inexpert were operating without the Trendelenburg posi- 
tion, as the ordinary Cesarean section is done. Because of the 
length of the vagina in pregnancy the stump could be dragged 
up, but an inexpert operator would have considerable embar- 
rassment from the intestines getting in the field of work, prac- 
tising Dr. Hirst^s method, wim the patient flat. 

These suggestions come to me from the standpoint of the 
non-expert operator doing hysterectomy. Aside from these 
considerations, which have a bearing on the paper, I question 
whether we have the right to do hysterectomy in a plam, ordi- 
nary case. It seems to me the statistics of Cesarean section at 
this time do not call upjon us to render a woman sterile who 
has obstruction to labor in the bony pelvis. Of course if there 
is fibroid tumor or an allied condition this alters the case. It 
is not justifiable to render a woman sterile because she has a 
small pelvis. Statistics show that elective Cesarean operations 
have not a much larger mortality than the average mortality 
of labor in large cities. On that ground I believe we should 
still do the classical operation, modified by modem methods; 
and, from the standpomt of the paper of the evening, I think 
this is also true because it is a very much simpler operation 
than is hysterectomy. 

Dr. G. M. Boyd. — In the past year we have had two Cesa- 
rean operations at the Lying-in Charity. The first was a Porro 
for fibroid tumors complicating the deliverer; she had also a 
contracted pelvis. The second was a rachitic patient with a 
very small antero-posterior measurement. In the second ope- 
ration the SS,nger-Cesarean was performed, and in both cases 
patients made a nice recovery. 

One point I think of advantage in the operation is in the 
removal of the child from the uterus and the removal of the 
placenta. I think that, rather than hastily remove the child 
from the uterus, it should be removed gradually, and that it is 
a mistake to remove the placenta hastily. After the removal 
of the child the uterus should be allowed to contract well down 
upon the placenta, and, as in normal labor, the uterus wiU 
apparentlj^ expel the placenta through the abdominal wound. 
Tnis, I think, favors better contraction of uterus and possibly 
less hemorrhage. 

Dr. B. C. Hirst. — My reasons for taking the womb out after 
Cesarean section, and recommending every one else to do the 
same are that it is easier and safer to do so. The hysterectomy 
removes all danger of postpartum hemorrhage, of leakage into 
the peritoneal cavity, of a gaping of uterine and of abdominal 
wounds, as in a case with which Dr. Noble is familiar. Fur- 
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ther, it saves the woman from the danger of septic endometritis. 
Above all, it saves her from the danger of death in a future 
labor. Statistics of Cesarean section show a mortality in this 
country of forty per cent. In my opinion it is not right to sub- 
ject a woman to such a risk as that when we can so easily pre* 
vent it. It seems to me the height of folly to accept the 
recommendation to tie the Fallopian tubes in the course of a 
Cesarean section and yet leave the womb behind. But this is 
considered a justifiable procedure and is urged strongly in 
some parts of Europe. I nave always found, in cases which are 
brought to me in consultation, that it is the wish, expressed 
without any prompting on my part at all, of the physician who 
brings the patient to me that I shall prevent the possibility of 
such an operation in the future. I am quite certam that if the 
subject were put fairly and truthfully befoi*e the patient and 
her friends, they would insist in every instance upon some 
measure to prevent the repetition of such a risk to the woman^s 
life. It gives an entirely wrong view of the matter to say, as 
Dr. Noble does, that the statistics of this operation are sa 
favorable that we can view with no concern a repetition of it 
in the same woman. It is assuming a very serious responsibil- 
ity to speak lightly of condemning a woman to a repeated 
Cesarean section. It argues, I think, lack of experience in the 
operation itself and lack of information about its statistics. 
Allowing for the danger of ruptured uterus in a pregnancy or 
labor following Cesarean section, taking into account the possi- 
bility of the woman being distant from skilled assistance in 
her next labor, we cannot promise her more than two chances 
out of three for her life, if we give her the opportunity of 
becoming pregnant again. 



Meeting of December 17th, 1896. 

B. C. Hirst, M.D., in the Chair, 

By invitation of the Executive Committee, Dr. Alexander 
J. C. Skene, of Brooklyn, read a paper entitled 

NOTES ON THE DIAGNOSIS AND TREATMENT OF DISEASES OF 
THE FEMALE URINARY ORGANS. 

There are keys to all the locks in the science of medicine, 
but some of them are hard to find. At least, I have not been 
able to open the way to an entirely new subject worthy of your 
attention on this occasion. I have only been able to pick up a 
few items to oflfer you in the form of addenda to an old subject 
which is, I presume, as familiar to you as to me. 

Some progress has been made recently in the diagnosis of the 
diseases of the urinary organs in women, especially in improv- 
ing and more clearly comprehending old ways^ The onward 
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steps have been in the direction of simplifying old methods 
rather than the discovery of new. The minds of investiga- 
tors were long turned toward the discovery and invention of 
Instruments for observation and exploratory operations that 
accurately reveal morbid anatomy, to the neglect, in some 
degree, of the careful study of symptomatology and the natural 
history of disease as means of diagnosis. In more recent 
times the medical mind has recurred to the fact that an exami- 
nation of all of the phenomena of scarlet fever or syphilis will 
enable one to make a diagnosis as surely as the finding of the 
germs of these diseases by microscope or germ culture, though 
the former way may take a little more time. So it is in relation 
to much of the gynecologist's work. At the ssine time there 
«till remains the appreciation of the decided advantage and 
necessity for knowing all ways of investigation. 

The study of the structural changes in the urinary organs 
as seen through the endoscope and cystoscope, and observation 
of the symptoms and functional derangements which arise 
therefrom, have made it possible to make a diagnosis in most 
of the inflammatory aflEections from the clinical history alone. 
Great as has been the value of instruments for inspection and 
exploration of the urinary organs, they have been as useful in 
guiding the diagnostician in making a diagnosis without their 
use. In order to make the evidence of this more clear, it is 
only necessary to state the fact that many of the diseases which 
have been discovered by cystoscopic examination are clearly 
indicated by symptoms and the products of disease found by 
analysis of the urine, and that a diagnosis can be madq as accu- 
rately upon these evidences as by direct inspection of the 
urethra and bladder. To a certain extent this holds true also 
in diseases of the ureters and kidneys. It is true also that 
most of the functional diseases caused by displacements of the 
bladder or pressure upon it by neighboring organs can be 
detected by the vaginal touch and the use of the sound, and by 
the fact that the urine is free from the products of inflamma- 
tion. So, also, examination by touch and urine analysis enables 
one to make a diagnosis in aU of the nervous affections. 

Urethritis that extends up to the neck of the bladder is an 
exception, because the clinical history has so many features 
indicative of cystitis that the diagnosis cannot be made in the 
way just indicated. The urine, in such cases, contains pro- 
ducts of inflammation, and it is not easy to determine whence 
these products come. One may settle that point (in case the 
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patient can retain several ounces of urine) by haying a part of 
the urine passed into one vessel and the remainder into another. 
That which comes last is normal. Objection may be raised to 
this method of investigation on the ground that more skill and 
time are required for the examination of the urine than for the 
use of the cystoscope; but, on the other hand, it may be claimed 
that every practitioner can make a urine analysis or find a 
neighbor who can do so, while there are many who cannot use 
a cystoscope, and all patients are more annoyed by a physi- 
cal exploration than by an examination of the urine. The 
diagnosis of diseases of the ureters and kidneys occurring in 
connection wi^h cystitis has always been very difficult, even 
with the aid of all the means that have ever been discovered or 
invented. Any ray of light, however faint, that one can let in 
on this subject must be of some interest. 

The more acute inflammations of the ureters arising from 
injuries during labor or from the presence of calculi can be 
made out by a careful study of the clinical history, but catar- 
rhal affections, which are usually secondary to cystitis, are not 
easily detected. The prominent symptoms are sUght pain of a 
burning character in the ureter, at times becoming acute and 
extending up to the kidney. There is usually tenderness along 
the ureter when the pain is at its height. The severe pain sub- 
sides abruptly and immediately after the discharge of a small 
mass of mucus, which is sometimes tinged with blood. Evi- 
dently the attacks of acute pain are caused by an accumulation 
of thick mucus, which blocks the ureter until forced out by the 
pressui^e of the retained urine in the upper part of the ureter 
and pelvis of the kidney. The finding of this mass of mucus 
is the most positive evidence of the disease. This requires 
some time and careful watching. When the ureters alone are 
affected one has but to have the nurse watch the urine with 
care. Unfortunately for the diagnostician, cystitis is present 
in many of the cases. Then it is necessary to keep the bladdei 
free from mucus by frequent washing, in order to make sure 
that the mucus passed comes from the ureter. Of course one 
is dependent upon the skill and faithfulness of the nurse in 
attendance for the discovery of this physical sign. In fact, I 
am indebted to a nurse, who gives most of her time to caring 
for this class of cases, for calling my attention to this matter. 
The cystoscope is not of much value in examining the ureters. 
I have noticed their mouths red and pouting, but not sufficiently 
so to indicate anything definite. Once I saw a tiny shred of 
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mucus hanging from the mouth of one ureter, but, while it 
confirmed the diagnosis in that case, it can be of no general 
utility. Oatheterizing the ureter is also no help in diagnosis, 
but in the treatment it is useful. This use of the urethral 
catheter for diagnostic and therapeutic purposes has been 
greatly simplified by recent discoveries, but this may be referred 
to again if time permits. 

One of the difficulties that long perplexed the diagnostician 
was to ascertain the condition of the kidneys in cases of cystitis. 
The products of the cystitis made the analysis of the urine 
almost useless in the investigation of nephritic diseases. The 
first step toward clearer light on this subject was taken in 
washing the bladder clean of all pus and mucus, and then col- 
lecting for examination the urine first secreted after the wash- 
ing. This was a great help, but was not fully satisfactory 
because only small quantities could be obtained at a time. 

I succeeded much better in estimating the condition of the 
kidneys by determining the quantity of urea eliminated, and 
not by the presence or absence of albumin or casts. It is only 
necessary to remove the products of the cystitis by filtration 
from the specimen of urine and find out in the usual way the 
quantity of urea. This method of investigation gives a far 
more accurate idea of the state of the renal function than the 
finding of albumin and casts. Again, by estimating in this 
way the degree of impairment of function one obtains an idea 
of the extent of organic changes that have taken place in the 
kidneys. This is especially reliable if the impairment of func- 
tion is persistent. There is an exceptional condition in which 
a diagnosis cannot be made in this way, and that is when one 
kidney only is diseased. Then the diagnosis cannot be made 
without the use of the ureteral catheter. In fact it is only in 
such cases that I need to catheterize the ureters for diagnostic 
purposes. In all other conditions of the kidneys a diagnosis 
can be made without resorting to physical exploration with the 
cystoscope, endoscope, or urethral catheter. 

I may illustrate quite fairly the relative merits of the cysto- 
scope and endoscope as means for diagnosis and original dis- 
covery of the pathology of disease, by relating the history of a 
case discovered by instrumental exploration and another of the 
same kind diagnosticated without direct inspection. 

A married lady had had some uterine disease, but was quite 
free from any pelvic trouble at the time she was attacked with 
the disease in question. At first she had very acute lancinat- 
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ing pains that came and went, at irregular intervals, with the 
quickness of lightning. There was a continuous burning pain 
in the urethra. Urination caused one or more stabs of the 
cutting pain and increased the burning in the urethra for a 
time. She gradually grew worse, the violent shooting pains 
came more frequently, and urination caused paroxysms of 
burning pain that were simply agonizing. The patient pos- 
sessed remarkable self-control and had by experience learned 
to endure pain, but during the paroxysms brought on by uri- 
nation her tears and profuse perspiration testified to the extra- 
ordinary character of her suflPering. The urine was examined 
repeatedly, but no signs of renal or cystic disease were found. 
An examination of the urethra with the endoscope brought to 
light three small red spots, some distance apart, but all in the 
middle portion of the urethra. They were circulafr, well defined 
in outline, and bright red in color— rather like incipient ulcers; 
but there was no molecular death or destruction of the mem- 
brane, only a denudation of the epithelium. They were ex- 
ceedingly tender. These spots were so like the base of a herpes 
vesicle after the cuticle has been removed, and the character of 
the pain was so much like that of herpes, that the true nature 
of the lesion was suggested. Doubts were raised about the 
diagnosis by the fact that the patient had suflPered from fre- 
quent attacks of malaria, which often causes functional de- 
rangements and neuralgic pains in the urinary organs. I 
thought that there might be some element of the kind in the 
case, but against that were the facts that I had never found 
any such lesions in malaria, neither had the pain been so great. 
About this time I had read a discussion of malaria as a cause 
of herpes by Dr. Winfield, and that strengthened my opinion 
in regard to the diagnosis. Quinia was given in full doses and 
appeared to give more relief than anything else. Not long 
after seeing this case another came in consultation. The pa- 
tient was nervous and went almost mad with the pain, so that 
the doctor in charge had to keep her narcotized. From the 
histoiy I made a positive diagnosis of herpes. Exactly the 
same lesions were found in the urethra by a subsequent endo- 
scopic examination. She was put upon quinia and local appli- 
cations of cocaine and iodoform, which proved eflPectual. The 
endoscopic examination and the response to the anti-malarial 
treatment confirmed the diagnosis. Taking the two cases to- 
gether, you will see that the one illustrated the value of the 
endoscope in discovering the pathological conditions of the 
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organic lesions, and the other shows how accurately a diagnosis 
can be made without aid from instrumental inspection when 
the pathology has been discovered. 

Just at this point a word may be said regarding the treat- 
ment of uncomplicated urethritis and cystitis. The best results 
are now obtained by the mildest local appHcations and by con- 
stitutional treatment — that is, remedies which correct abnor- 
malities of the urine — and those that have a specific effect upon 
the urinary organs, such as santal midi. All caustics have 
been given up, and I now use to cleanse the mucous membrane 
borax and sterilized water, and mild astringents and sedatives — 
tannin, subgallate of bismuth, and iodoform, for example. I 
have adopted these principles in therapeutics from observing 
that cases treated by physicians without local appUcations do 
better than those treated locally by surgeons with strong solu- 
tions of nitrate of silver, sulphate of zinc, and such like. All 
cases that are curable by instillations and irrigation yield 
to this mild treatment and are made much worse by heroic 
measures. 

Next in order comes the class of cases with advanced struc- 
tural changes of the bladder and urethra, such as ulceration, 
hyperplasia, and neoplasms of various kinds. In the diagnosis 
of these diseases the surgeon is largely dependent upon the 
endoscope and cystoscope. In fact a diagnosis cannot be made 
without instrumental inspection. Some original contributions 
to this department and some modifications of older ways and 
means of diagnosis have been made rather recently that are 
deemed worthy of a brief notice. 

You know that a few years ago Howard A. Kelly gave to 
the profession his method or system of investigating the dis- 
eases of the urinary organs of women, which I consider a most 
valuable contribution to this branch of surgery, especially in 
the management of the class of cases now to be considered. 
The original element in Kelly's method is placing the patient 
in the Trendelenburg or knee-chest position while using the 
endoscope for the purpose of making a diagnosis, and in cathe- 
terizing the ureters, and for direct treatment of the urethra and 
bladder. His modification of the endoscope and his way of 
using it are no doubt improvements of great value, but are not 
likely to supplant other ways of exploration for diagnostic 
purposes. k 

For inspecting the bladder and urethra the older ways are 
preferable, and in catheterizing the ureters the newer method 
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of doing SO, with the aid of the cystoscope, is easier for some 
of us. The objectioDS to the general employment of Kelly^s- 
method of examination are that rapid and extensive dilatation 
of the urethra is necessary, and that requires the patient to be- 
anesthetized. Taken altogether it makes the examination really 
a formidable operation. Dilatation of the normal urethra i& 
an outrage that often does damage that is not easily relieved. 
Since the discovery of the germ causation of surgical diseases 
practitioners have felt safe in being surgically clean in their 
work, and have become unmindful of the fact that injuries such 
as abrasions, contusions, or lacerations of the mucous mem- 
brane of the urinary tract often cause serious trouble. There 
is no reliable tendency to repair injuries of tissues that are con- 
tinually bathed with urine, and when the urine is abnormal 
very serious results may follow the slightest traumatism. In 
view of these facts, and recalling the results of the practice of a 
few years ago when dilatation of the urethra was in fashion for 
diagnostic purposes and for the relief of certain aflPections, one 
shrinks from the risk of adding to the list of cases of incon- 
tinence and chronic urethritis. I must, confess that some slight 
disturbance often followed the use of the cystoscope of Nitze 
and Leiter, which raised the same objection to its use as to 
Kelly^s instrument. Owing to the sharp flexion at the point 
of the instrument it could not be passed through the ordinary 
sized urethra without causing pain and doing some little dam- 
age. These diflSculties were all overcome by having a cysto- 
scope made straight. This improvement has been a great help 
to me and may be worthy of your notice. With this instru- 
ment the female bladder can be explored without pain or injury, 
excepting when its walls are thickened and contracted so that 
it will not hold the required amount of water. In such cases 
Kelly's method meets the requirements most admirably. At 
one time I was unable to use the cystoscope when there was 
hemorrhage from vascular neoplasms or ulceration. Then I 
looked to Kelly's method for aid, but I found it was not satis- 
factory because the blood obscured the field of vision and one 
could not see what it came from. This obstacle can be over- 
come by prolonged washing of the bladder with a solution of 
acetic acid, which controls the bleeding, so that there has been 
no trouble in this respect since adopting this plan. 

In cystitis and urethritis together the use of the endoscope 
and cystoscope is painful, but the application of cocaine over- 
comes that difficulty. Instilling into the urethra a two per 
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cent solution of that local anesthetic renders the parts tolerant 
to the use of the instruments in most cases. To obtain the de- 
sired anesthesia a mild solution should be repeated as many- 
times as is necessary. That is safer and more efficient than 
one application of a strong solution. 

I can safely say that with the straight cystoscope the bladder 
can be examined with as much facility as one can make a specu- 
lum examination of the uterus and vagina, and with no more 
distress to the patient. And I am sure that it is not claiming too 
much to say that all structural changes, gross and minute, can 
be seen and studied far more clearly thaii by any other method 
of inspection yet discovered. For examination of the urethra 
I still use my old endoscope, perhaps because I am used to it, 
but I must acknowledge that the older endoscope, improved in 
mechanism by Kelly, is more easily employed and satisfactory 
to the majority of surgeons. 

In certain diseases of the kidneys, when one is normal and 
the other is inflamed, tubercular, or suppurating, the urine must 
be obtained from each in order to make a diagnosis. This, of 
course, is accomplished by catheterizing the ureters. To do this 
by touch, the original way, was for me so very difficult that I 
dreaded it. In many cases I spent much time, caused patients 
distress, and did some damage to the ureters and bladder, and 
then failed as often as I succeeded. It was with a satisfaction 
amounting to boyish glee that I learned Kelly's ways of using 
the catheter through the endoscope. I took up the practice 
with no little enthusiasm, and, though it was not easy in all 
cases, it was a great gain. Still there was the necessity in 
the great majority of cases for anesthesia and dilatation, which 
I always wished to avoid; hence, while appreciating a good 
thing, I desired something better. This I found in the Leiter 
cystoscope with the ureteral catheter attachment. This attach- 
ment was added originally to the flexed cystoscope, and I had 
it applied to the straight instrument, so that it is now easily 
handled and answers the purpose very well. In some cases 
the ureteral openings are hard to find, and when found it is 
difficult to guide the catheter into them, but such rare and 
peculiar cases are as difficult to manage with the Kelly method. 
This is about all that is new with me in the way of diagnos- 
ticating ulceration, hyperplasia, and large and small neoplasms 
of the urethra and bladder. 

The treatment of ulcerations and small neoplasms of the 
urethra and bladder has been completely revolutionized within 
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the past five or six years. The changes that have been made 
Are all for the better, in mj' opinion, but of this you will decide. 
I now use the galvano-cautery instead of strong caustics that 
were employed in days gone by. Strong caustic injections for 
xilceration of the bladder and urethra, and similar applications 
ix) new growths, were always unsatisfactory. They caused no 
-end of suflPering and often failed to relieve or cure, and, when 
successful in arresting disease, scar tissue followed that was 
troublesome — extremely so, many times. The great objection 
to the use of caustics for the purpose of destroying diseased 
tissue is that the eflfect cannot be controlled. If one destroys 
all of the diseased tissue some of the normal tissue is sure to be 
scorched, and if one guards against the latter he fails in the 
former. 

I now ask your attention to some items that may be of inte- 
rest in the treatment of ulcerations and neoplasms of the 
urethra and bladder. But first a hint about the treatment of 
catarrhal urethritis. Dilatation of the lower ends of the ureter 
has given relief in catarrhal inflammation. I presume the 
benefit comes from giving free escape for the mucus. Free 
drainage is an important factor in the treatment. I have tried 
washing out the ureter, and instillations of many kinds of solu- 
tions, but without benefit, and sometimes have made matters 
worse. Dilatation and internal remedies — ^santal midi being 
the most efficient— have been most successful. This brief 
mention of the subject is made here because I have nowhere 
given place to it in my other writings. 

The advantages of the cautery in treating ulcers and neo- 
plasms are that its action can be thoroughly controlled. Mor- 
bid growths and diseased or ulcerating tissue can be completely 
destroyed, while the normal tissues are left uninjured. The 
line of demarkation between the charred and normal tissue can 
be sharply defined by the operator, and the healing process 
goes on rapidly and without pain. By the time the eschar 
separatee the parts beneath have become sufficiently repaired 
to withstand the contact of urine, and so the recurrence of 
inflammation or ulceration is guarded against. When the 
cautery can be properly used the results are very gratifying. 
There was much trouble in getting at new growths, ulcers, and 
fissures at the neck of the bladder, especially until Kelly intro- 
duced his method ; but after that I found the cautery could 
be used at any point that could be brought into the field of the 
endoscope. In treating neoplasms a fine cautery point is used, 
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touching repeatedly the parts until all new or diseased tissue is 
destroyed. For ulcers a flat point is used, passing it over the 
diseased surface in about the same way that one would apply a 
solution with a pencil. Of course small neoplasms and ulcers 
only can be treated in this way. Since adopting this plan of 
treatment I have been able to cure cases of cystitis with ulcera- 
tion and vascular proUferations that formerly baffled me com- 
pletely. Such cases could only be relieved by drainage through 
a vesico- vaginal fistula, which Emmet taught us to establish in 
bad cases. 

The treatment of large tumors of the bladder has been, as 
you know, by doing suprapubic cystotomy and removing the 
neoplasm with the scissors or curette, controlling the hemor- 
rhage by pressure or styptics, and then draining. The results 
have been very unsatisfactory. Some did not recover, and 
those who did required a long time to do so. 

There certainly was room for improvement in this, and I 
have tried to do better, by adopting a new way, which I desire 
to submit for your judgment, and that is compression and 
desiccation with electric heat. 

The process consists in seizing the tissues to be treated — the 
base of a vascular tumor of the bladder, for example — ^in a 
clamp or forceps, and then heating the inner side of the blade 
of the forceps with electricity to a degree sufficient to desiccate 
the tissues under pressure, thus arresting all hemorrhage and 
reducing the stump to the smallest possible size. 

The principle of the procedure is not new. Nearly twenty 
years ago I learned from Dr. Thomas Keith his method of 
treating the pedicle, in ovariotomy, by the clamp and cautery, 
and I have had ample opportunities to observe that the results 
are vastly superior to those obtained by any other method. At 
the same time I found that it was no easy matter to use the 
means which give such desirable results. Naturally this in- 
clined me to seek some simpler, easier way of attaining the 
same object — that is, to treat the pedicle of tumors and arrest 
bleeding in surgical operations generally. The only difficulty 
to be overcome was in the management of the heat element. 
In Keith's way the heat was obtained by applying a heavy 
cautery iron to the compressing instrument and heating it suf- 
ficiently to desiccate, but not char, the tissues under pressure. 
To obtain the desired heat in this way was difficult — so much 
so that it was used by very few surgeons. It could not be 
employed at all in removing tumors from the bladder. 
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The advantages of this mode -of operating are that it is a 
certain and reliable way of closing isolated yessels, or those 
embedded in masses of tissue — ^like an ovarian-tumor pedicle, 
for example. At the same time that bleeding is arrested all 
lymphatics are sealed up, this preventing* absorption of septic 
material. Nerves which accompany the vessels are imme- 
diately and completely devitalized, and hence there is less pain 
and irritation in the stump. The heat employed sterilizes the 
parts involved, and therefore the operation is perfectly aseptic ; 
and most important of all is the fact that it leaves the stump 
of a pedicle or the end of an artery in a condition requiring the 
least reparatory care, so that recovery is more prompt and 
uneventful. My impression is that the vessels and tissues 
treated in this way become first hydrated and absorbed or 
organized, in the same way that inflammatory products of 
certain kinds become vitalized. When I asked Dr. Keith 
about this he said that he did not know exactly what became 
of the stump of the pedicle treated in his way, but he knew 
very surely that it gave no trouble or anxiety to patients or the 
surgeon. In this my experience agrees with his. I have never 
known trouble of any kind to occur, after an operation, that 
could be attributed to this method of controlling hemorrhage. 
No such results can be obtained with the ligature. Even the 
modem ligature, that is (with much care and trouble) made 
aseptic and can be left in the tissues, has its faults and short- 
comings. The catgut ligature is very difficult to sterilize and 
keep surgically clean, and it is liable to slip and permit hemor- 
rhage. In being disposed of by absorption or being walled in 
or encysted it causes less or more irritation. Dead animal 
tissue, though sterile, cannot be taken care of in a wound with- 
out causing some disturbance. Silk and unspun silk (called 
silkworm gut), properly prepared, will not de<iompose, and, 
being less likely than catgut to slip, have some advantages, 
but are more objectionable still than catgut, because they cause 
irritation, and in the effort often made to escape or be thrown 
out they enter the abdominal or pelvic viscera and do great 
damage. There are many cases recorded of trouble from liga- 
tures of this kind long after recovery from operations. 

The method of operating is as follows: The tumor being 
exposed, it? base is grasped by the forceps and the electricity 
tunied on until the required heat is obtained, and it is contin- 
ued for thirty to ninety seconds, according to the quantity of 
tissue to be treated. When the base of the tumor is too large 
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to be all included in the forceps at once it is treated in sections. 
The way of determining the temperature of the forceps while 
in use, the length of time that the heat should be continued, 
and the way to guard a;^ainst charring the tissues, are matters 
of detail which I shall give to the profession at an early day. 
The special advantages of this compression and electric-heat 
method in operating upon the bladder will be apparent to you 
when you recall the fact that ligatures are not applicable in 
controlling bleeding in these operations. After considerable 
experience in operating in the old way for vascular tumors of 
the bladder I find the new way very gratifying. 

The instrument which I use may be described as a forceps 
clamp. It is constructed so that the base of a tumor can be 
seized and compressed on four sides. This prevents spreading 
of the tissues under pressure, which takes place when the ordi- 
nary compression forceps is used. 

In the treatment of prolapsus of the bladder and anterior 
vaginal wall I practised the plastic operation devised by Sims 
and modified by Emmet, Noeggerath, and others; but finding 
that eventually they all failed, and that others had the same 
experience, though few if any took pains to acknowledge this, 
I tried mechanical support with indifferent results. I then 
devised an operation for the relief of hernia of the bladder 
which I found equally efficient in prolapsus. As the operation 
has not been adopted by others, so far as I can learn, excepting 
among my hospital associates, I presume it has been overlooked. 
A larger experience has confirmed my opinion that it is worthy 
of more attention than has been given to it. The operation 
consists in making a small opening in the vaginal wall at the 
junction of the urethra and bladder and at the lower margin 
of the hernia. Through this opening a probe is passed and 
pushed up toward the cervix uteri between the vaginal wall 
and the bladder. A delicate forceps is then introduced into 
the tunnel made by the probe, and its blades are spread forcibly 
apart. The vaginal wall and bladder are thus completely sepa- 
rated to the extent of the hernial opening in the muscular layer 
of the vagina or cystocele, and upward pressure is made with 
the probe to keep the bladder in place, while traction is made 
upon the vaginal mucous membrane at the upper part. This 
brings the lateral surfaces of the wall of the vagina together 
and develops a ridge of tissue. Sutures are now introduced to 
hold tlie parts in position. The mechanism of this proceeding 
is the same as in making a tuck. The ridge or tuck projects 
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into the vagina like the segment of a circle, but soon flattens 
out and overhangs the line of sutures. Care should be taken 
not to make the sutures tight enough to strangle the tissues, 
but only suflSciently so to hold them together until they unite. 

I am not unmindful of the fact that with improvements in 
the surgical treatment of dislocations of the uterus and in the 
restoration of the pelvic floor there are fewer cases of prolapsus 
of the bladder that require special treatment. Still I find 
quite a few cases in which this operation gives relief from fre- 
quent urination and partial incontinence caused by prolapsus. 

Some valuable contributions have recently emanated from 
Philadelphia on the surgical injuries of the ureters and bladder. 
I have seen in recent years more injuries of the ureters pro- 
duced during vaginal hysterectomy than I have read or heard 
of, and, as they did not all occur in my own practice, I presume 
that those accidents happen more frequently than might be 
expected from the records on hand. I may mention that I 
have observed that the majority of vesical fistulae produced 
during hysterectomy close of their own accord if the bladder is 
drained, unless a very large section of the bladder wall has 
been removed. In that condition a prolapsus of the anterior 
vesical wall protrudes into the vagina and prevents closure of 
the opening. Another very surprising thing that I have 
observed is that when a ureter is divided and the bladder is 
opened at the same time, complete recovery may take place. 
I have seen two cases of this kind. In one the ureter was 
caught in the clamp and cut oflE, and the bladder was opened 
and left open. There was leaking from the bladder from the 
beginning, and after the forceps was removed urine began to 
discharge from the ureter, but that patient completely recovered 
and is living and well. It is now three years since the opera- 
tion. In the other case the ureter was ligated along with the 
uterine artery and the bladder was opened. The accident to 
the ureter was discovered and the ligature was removed. The 
case was a very bad one, the cancerous disease being far ad- 
vanced at the time of operating. After leaking for about three 
weeks the openings closed, and the patient is now well and 
living in Philadelphia. I believe it is nearly four years since 
the operation. 

I presume that the repair takes place by the contraction of 
the opening in the bladder drawing the end of the ureter into it- 
self and then closing below. When the ureter alone is divided 
no such fortunate result can take place, and reimplantation is 
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required. No easy and reliable way of doing this through the 
vagina has come under my notice. 

Dr. J. M. Baldy. — There were several points in Dr. Skene's 
paper that struck me as of rather unusual interest. The first 
one I would note is the general tenor of his remarks in the early 
part of his paper, in that very little good practically resulted 
irom the use of the cystoscope. That substantiates to a large 
extent my experience in the last two years. It seems hardly 
possible for one to look far in this direction without coming 
to this conclusion. As far as diagnosis is concerned, it has 
primarily resulted in good, and clearing up to a great extent 
pathological conditions in certain directions has made us now 
perfectly able to take care of them by ordinary diagnostic 
means and methods. 

The objections of Dr. Skene to the use of the cystoscope as 
emplojred by Dr. Kelly and others seem to me to be that of the 
dilatation alone. My own experience in this direction has been 
somewhat different; I should take it that the dilatation of the 
urethra incident to the examination is the most valuable ele- 
ment in the treatment or in the use of the instrument. I have 
seen a large number of obscure bladder and urethral troubles 
cleared up after nothing but such dilatation. I recall a case, a 
woman from the central part of Pennsylvania, who had been 
bed-ridden for months. She was put under ether, examination 
made, and of course dilatation was necessary to the use of the 
cystoscope; both ureters were catheterized, and it was deter- 
mined that she had no disease of the ureters themselves or of 
the kidneys; the bladder was inflamed in patches and about 
the mouths of the ureters. The patient returned to bed, and 
nothing was done in the way of treatment until the urine could 
be examined. By the time this examination was completed 
she was cured; at the end of a week she left her bed and went 
home, and now, three years later, she has been well ever since. 
That is an extreme case of a very large group who have passed 
through my hands; almost all have been relieved, if not made 
well, by the examination. This brings us to the question of 
therapeutics — ^that is, the returning to the simplicity of older 
methods of treatment and avoiding strong caustics and appli- 
cations. Large quantities of water may be used with advan- 
tage, it being diuretic; this is practically the only treatment I 
have used in these cases. Outside of these points I have seen 
no use whatever in the employment of the cystoscope, barring, 
of course, those few cases in which operative procedure would 
be necessary; here it is of undoubted value, and I believe that 
even here Dr. Skene will agree that certain manipulations are 
possible only in the hands of an expert. With reference- to in- 

Juring the ureter, upon which subject Dr. Skene asked for some 
[iscussion, I know of but one case in which the ureter has beein 
shifted into the bladder from the vagina after an injury. I dan- 
not recall the surgeon who performed the operation, but remem- 
ber seeing the report of the case. The reporter referred to the 
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fact that he had failed in several other attempts. Replacing 
the ureter by opening the abdomen and cutting down upon it 
would be easy in some cases, and in others, as demonstrated 
by Dr. Kelly's failure, would probably be found impossible, the 
diflSculties arising entirely from inflammatory complications. 
If the ureter can be traced down to a point so low that after 
cutting it oflE we can bring it into the bladder, the operation 
would be easy; if it were found embedded in inflammatory 
masses so high up that after it had been cut off it could not be 
made to reach the bladder, the operation would be impossible. 
Dr. C. p. Noble. — I have listened to Dr. Skene's paper with 
a great deal of interest, particularly the part which is new — the 
treatment of bladder tumors with the cautery instead of caus- 
tics. That certainly appeals to us as a most excellent innova- 
tion. With reference to the use of the cystoscope, I find that it 
is not necessary to use extensive dilatation. I think that the 
smaller sizes of the cystoscope give us all the information 
which it is necessary to have. No. 10 size is hardly larger than 
the ordinary catheter ; I use it constantly, with only a trifling 
application of cocaine after the use of the little dilator which 
comes with the set. In these cases there is no occasion what- 
ever for anesthesia, unless we have a patient who is so intract- 
able as to reguire it on account of her temperament rather than 
of the examination. I feel, like Dr. Skene, that it would be 
unfortunate to make use of extensive dilatation, because I have 
seen a number of cases in which incontinence of urine followed 
this practice in the hands of others. I have never dilated above 
sixteen millimetres and do not intend to do so. For example, 
I think the cystoscope No. 10 or 12 is not so large an instru- 
ment as the one exnibitcd by Dr. Skene with the catheter 
through it, so that the amount of dilatation necessary would be 
even less than by the introduction of that instrument. I find 
myself in entire accord with Dr. Skene as to the greater efficacy 
of mild measures in the treatment of ordinary cystitis cases, 
and as against the use of the stronger caustics. One use which 
I find for nitrate of silver in strength is for the treatment of 
ulcers at the neck of the bladder. It is quite possible that the 
cautery is a better method of treating these. By using the 
cystoscope and isolating the ulcer we can touch it with the 
silver solution and wash it oflE with water after application has 
been made. I have succeeded in curing a number of cases of 
ulcers at the neck of the bladder causing very obstinate so-called 
symptoms of cystitis — that is, extreme irritability of the blad- 
der. The operations for cystocele in ordinary- use have given 
very satisfactory results in my experience. The percentage of 
relapses has been very small. I think the chief thing, after 
doing the operation to narrow the anterior vaginal wall and 
reduce the cystocele, is to put in a good pelvic fioor. I am 
quite sure the reason why tne older operations failed was be- 
cause a good perineum was not built up. So far as treating 
the injuries of ureters is concerned, I haveliad a very small expe- 
rience and am happy that this is the case. In my own wort I 
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have cut away only one ureter. In that case this was done so* 
high up that there was no opportunity to make an anastomosis. 
It was a case I operated on for extrauterine pregnancy. The 
patient was very ill at the time from hemorrhage. She had 
the gestation complicating an old intraligamentous tumor, so- 
anatomical conditions were very much mixed. The entire 
ureter was embedded in blood clots. As this was discovered at 
a time when the patient was nearly in a state of collapse, the 
only thing feasible was to make a fistula bv stitching the ureter 
into the abdominal wound. Later I took out the kidney. I 
was present at one operation where a ureter was injured, but 
the kidney was atrophic. No urine ran out of the ureter, and 
it was consequently not necessary to do anything to it. There 
was cancer of the broad ligament on that side, and pressure of 
the cancer had brought about atrophy of the kidney. In one 
other case I wounded the ureter and stitched it. I am in- 
terested to hear from Dr. Skene that his experience shows- 
the large number of injuries to the ureter and bladder occur- 
ring in recent vaginal work. I have known of several cases^ 
myself. I recently closed a vesical fistula after an operation 
done in Germany which left a fistula. I succeeded in curing 
this after the failure of four previous operations done by three 
operators. 

Dr. Howard A. Kelly. — I look upon the cystoscopic work 
on the bladder as absolutely necessary in the diagnosis and 
treatment of urinary diseases in women ; it is just as impor- 
tant as the examination of the throat before prescribing for 
throat diseases. With a little practice the exammation may be 
made with great facility ; it is necessary to emphasize this fact 
in order that both specialists and the profession at large may 
realize that we now have a simple, direct means of investigat- 
ing these cases. 

Especially must an examination be made in all cases where 
the symptoms are either aggravated or persistent ; of tentimes^ 
the diagnosis is cleared up at once by this means, and a simple 
treatment instituted which relieves symptoms which have gone 
on for months or years without alleviation. I have had seve- 
ral illustrative cases of this kind before me within forty-eight 
hours. To-day a woman came to me who has for months been 
passing large quantities of blood in her urine ; she was very pale 
and emaciated and was suflEering a great deal. It was impos- 
sible, from the symptoms, to say where the blood came from, 
but under direct introduction of a No. 8 cystoscope, a good 
reflected light, and the patient in knee-chest position (which in 
nineteen cases out of twenty is the best position), a vesical 
ulcer was foimd in the trigonum. I have now had three or 
four cases of vesical ulcer giving rise to persistent hemorrhage, 
and in every case the ulcer was discovered only by means of 
the cystoscope. A direct local treatment then relieves the dis- 
order. One of the lesions most frequently f oupd is hyperemia 
of the trigonum and trigonitis. In cases suflEering a greai 
deal from constant vesical tenesmus you will often find 
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an intense hyperemia in front of and between both urethral 
orifices, generally neatly defined by the triangle of the trigo- 
num. I saw a case at half -past 8 last night which was an ex- 
ceedingly satisfactory one from the standpoint of direct inspec- 
tion and methods of treatment naturally suggested by direct 
inspection. A' girl, a patient of Dr. Norment, was brought to 
my office by him some six months ago suflEering from intense 
pain and constant pyuria, with great exacerbations of pain and 
increased discharge of pus. In seeking the diagnosis I ran a 
renal catheter up the right ureter and struck an accumulation 
of pus in the pelvis of the kidney and the upper part of ureter, 
which I emptied ; I did nothing more, and she did not come 
back until yesterday. After my first examination her symp- 
toms began to change entirely ; she passed no more pus, and 
instead of weighing ninety-six pounds, as then, she now weighs 
one hundred and fifty pounds. She now has an occasional 
attack of pain with the discharge of large quantities of water, 
which shows that the pyonephrosis has been altered to an 
intermittent hydronephrosis. . 

We thus have a very large and important field opened up for 
investigation, and we are only on the borderland of the whole 
subject. A long series of vesical and ureteral aflEections must be 
studied and described by the new means now under our control; 
even cystitis, which we have been accustomed to look upon as 
only one disease, resolves itself into a number, all having their 
own characteristics. We have thus opened up before us per- 
fect diagnostic and remedial avenues extending their infiuence 
even as far as the kidneys. Nothing is more important for the 
gynecologist than to lay hold of this field, because it is in the 
direct line of his work and in the natural order of progress. 

Dr. a. J. C. Skene. — When Dr. Shober invited me to 
address you he suggested that you would be pleased to have 
me take up this subject. Conscious of the fact that I have not 
been giving special attention to the subject of late years, I felt 
that I might do better with something else; though if I chose 
some other subject I might fail altogether, whereas if I was 
guided by him it would perhaps be more satisfactory. On my 
arrival he intimated that Dr. telly would be present, and then 
I felt that after all I had chosen the wrong track, as Dr. Kelly 
is first among the foremost in this field. Though I value Dr. 
Baldy's opinion most highly, I cannot agree with him entirely 
regarding extensive and rapid dilatation of the urethra. I 
have never seen benefit derived from dilatation of the urethra 
except in two conditions: one is hysteria or nervous irritability 
of the bladder, and the other, fissure about the neck of the blad- 
der. The hysteria cases might be cured, temporarily at least, 
by dilatation of the urethra. I do not think this justifies the 
practice, however, as simpler and safer treatment does as well 
or better. Occasionally one may cure a case of fissure at the 
neck of the bladder, but not always, and if one fails the patient 
is made worse by the dilatation. In order to comprehend the 
diflEerent ways of examining the bladder, one must make a 
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clear distinction between the endoscope and the cystoscope. I 
understand that Dr. Kelly^s instrument is an endoscope, not 
a cystoscope, and that tne cystoscope was in use for many 
years before Dr. Kelly devised and improved the use of the 
•endoscope. That is one reason why I prefer the cystoscope. 
Notwithstanding the fact that I have a mortal dread of cross- 
ing swords with Dr. Kelly on this subject, I still believe that 
the easiest, simplest, and most accurate way of making a 
diagnosis of disease of the bladder, in the vast majority of 
cases, is with the cystoscope. Its use is less distressing and 
disturbing to the patient,, and it reveals the true pathology 
more accurately than the endoscope. As to the question of 
-catheterizing the ureters through Kelly's endoscope or with the 
^id of a cystoscope such as I have presented, I think that depends 
upon how one has been trained in this department. I am sure 
I can examine a patient, give less distress, and can catheterize 
ureters more easily with the cystoscope than through the endo- 
scope. I beUeve that it will not be long until I shall use my 
last Ugature. I have many times closed the abdomen, after 
removal of tubes and ovaries, without using a single ligatures 
I can also do a vaginal hysterectomy without using forceps or 
ligature. It is also most serviceable in some abdominal opera- 
tions, when there is bleeding deep down in the pelvis, caused 
by separating adhesions. I was able to illustrate this the other 
day in bleeding from a little artery lying so close to the ureter 
that I could not stop it with a ligature, so I seized it and held 
it with the hemostanc forceps, and in thirty seconds it stopped 
completely. Much might be said regarding the remarks of Dr. 
Kelly, but for the present it will suffice to say that I heartily 
coincide with him. 
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